Digitized  by  the  Internet  Archive 
in  2017  with  funding  from 
University  of  Toronto 


https://archive.org/details/addictions1819alco 


Toronto  Schools:  A Study  of  Changes 
from  1968  to  1970 

By  Reginald  G.  Smart,  Dianne  Fejer, 
and  Jim  White  3 

Marihuana,  the  Experts,  and  the  Public 

By  Oriana  Kalant 

lllusionogenic  Crisis  and  Effective 
Intervention 

By  Wally  Seccombe  28 


ADDICTION  RESEARCH  FOUNDATION  OF  ONTARIO 


ADDICTIONS  is  published  four  times  a year  by  the  Addiction  Research 
Foundation,  an  agency  of  the  Province  of  Ontario. 

The  contents  of  each  issue  are  selected  on  the  basis  of  their  potential 
interest  to  persons  engaged  in  research,  treatment  or  education  in  the  field 
of  alcoholism  and  drug  addiction. 

Articles  in  ADDICTIONS  reflect  the  views  of  their  authors,  not  necessarily 
those  of  the  editor  or  of  the  Addiction  Research  Foundation. 

If  you  would  like  to  receive  ADDICTIONS  regularly,  or  if  you  would  like 
to  know  more  about  some  aspects  of  the  Foundation's  work,  you  are  invited 
to  write  to: 

Addiction  Research  Foundation, 

Education  Division, 

33  Russell  Street, 

Toronto  4, 

Ontario. 

Because  this  Foundation  is  a provincial  agency,  any  resident  of  Ontario 
is  entitled  and  welcome  to  receive  ADDICTIONS,  whether  he  is  working  in 
this  field  or  not;  but  if  you  have  a professional  interest  in  the  field,  please 
indicate  it  when  you  write.  We  regret  that  we  cannot  send  ADDICTIONS  to 
non-professionals  outside  Ontario. 


The  Foundation  has  offices  at: 

Brantford — 25  William  Street  (759-3930) 

Chatham— 153  King  Street  West  (354-1000) 

Cornwall — Cornwall  General  Hospital  (932-3300) 

Dunnville — 176  Queen  Street  (774-7596) 

Galt — 130  Main  Street  (623-5977) 

Hamilton — 143  James  Street  South,  Room  210  (525-1250) 

Kapuskasing — 14  Circle  Street  (335-6081  ) 

Kenora — 14  Matheson  Street  South  (468-6372) 

Kingston — 788  Princess  Street  (548-7755) 

Kirkland  Lake — Kirkland  Lake  District  Hospital  (567-5251) 

Kitchener — 332  Charles  Street  East  (579-1310) 

London — 477  Waterloo  Street  (433-3171  ) 

Niagara  Falls — 2150  Valley  Way,  Suite  103  (356-7451  ) 

North  Bay — 288  Worthington  Street  West  (472-3850) 

Orillia — 41  Frederick  Street  (325-2518) 

Ottawa — 2197  Riverside  Drive,  Suite  202  (733-8343) 

Owen  Sound — Dr.  Mackinnon  Phillips  Hospital  (376-6130) 

Pembroke — Pembroke  General  Hospital  (732-281  1 ) 

St.  Catharines — 112  Queenston  Street  (688-0552) 

Sarnia — 230  Christina  Street  North  (337-961  1 ) 

Sault  Ste.  Marie — 674  Pine  Street  (256-2226) 

Simcoe — Haldimand-Norfolk  Health  Unit,  Woolworth  Building  (426-6170) 
South  Porcupine — Northeastern  Psychiatric  Hospital  (235-3326) 

Sudbury — 166  Douglas  Street  (675-1195) 

Thunder  Bay  “F" — 505  Lillie  Street  (622-0607) 

Toronto — 33  Russell  Street  (595-6091) 

Welland — 165  Plymouth  Road  (735-2930) 

Windsor — 961  Ouellette  Avenue  (253-4458) 

Editors:  Lois  Barker,  Sherrill  Game, 

Mora  Gregg 


Second  class  mail 
registration  number  0338. 
Return  postage  guaranteed. 


W 


!■ 


Ifc 

If 


'01 

Id 

lot 


)en 


SCHOOL  OF  HYGIENE 

LIBRARY 


Volume  18,  Number  1 Spring,  1971 


j BILL  W. 

The  tall,  spare,  prophet-like  figure  of  Bill  W.  no  longer  walks 
iimong  us  to  guide  and  to  inspire  the  fellowship  he  helped  to 
ound  some  35  years  ago.  But  the  spirit  of  William  Griffith 
Vilson,  one-time  Wall  Street  security  analyst  and  alcoholic, 
/ill  long  continue  to  light  the  way  for  Alcoholics  Anonymous, 
or  its  sister  Al-Anon,  and  its  offspring  Alateen. 

The  Addiction  Research  Foundation  of  Ontario,  like  many 
nother  organization  across  North  America  and  elsewhere 
Hat  is  helping  to  rehabilitate  alcoholics  and  to  prevent  alco- 
olism,  owes  a great  deal  to  AA  (and  without  Bill  Wilson 
lere  would  have  been  no  AA) . 

Individual  AA  members  exerted  a strong  influence  on  the 
overnment  of  Ontario  to  take  constructive  action  against 
Icoholism  during  the  late  1940’s;  and  this  led  to  the  passing 
f legislation  in  1949  establishing  the  Alcoholism  Research 
oundation  (later  to  become  the  Alcoholism  and  Drug 
ddiction  Research  Foundation,  or  less  formally,  the  Addic- 
1 on  Research  Foundation). 

Since  that  time  there  have  been  many  positive  relationships 
{ itween  members  of  AA  and  staff  of  the  A.R.F.  We  have 
need  dped  each  other  many  times  in  many  ways.  Above  all.  Bill 
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W.  and  his  estimated  475,000  fellow  AA  members  showed  the 
world  that  alcoholism  is  not  a hopeless  condition,  that 
recovered  alcoholics  can  make  great  contributions  to  their 
fellows — alcoholic  and  non-alcoholic  alike. 

All  of  us  owe  a debt  to  Bill  W.  which  we  will  only  be  able  i ^ 
to  discharge  by  following  his  powerfully  human  example  in  ! 
the  way  we  deal  with  such  far-reaching  public  health  prob- 
lems as  alcoholism.  Bill’s  precepts  and  AA’s  practical  philo- 
sophy have  many  applications  in  this  life  that  have  nothing 
whatsoever  to  do  with  alcohol  and  alcoholism.  We  can  con-.!  h 
tinue  to  learn  from  him  long  after  the  day  of  his  passing  last  | ^ 
January  24.  [ Dr- 

Thank  you,  Bill. 


— R.  R.  R. 


The  Extent  of  Drug  Use  in 
Metropolitan  Toronto  Schools: 

A Study  of  Changes  from  1968  to  1970 

in 

iti 

jc  By  Reginald  G.  Smart,  Dianne  Fejer,  and  Jim  White 
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| n January,  1968  a research  group  commissioned  by  the 
[a!  Addiction  Research  Foundation  of  Ontario  and  headed  by 
)r.  R.  G.  Smart  began  a survey  of  drug  use  among  Metropoli- 
tan Toronto  students.  Its  purpose  was  to  determine  the  extent 
, o which  various  drugs — including  hallucinogens  (e.g.,  mari- 
juana, LSD) , psychoactive  drugs  (e.g.,  tranquillizers,  barbitu- 
ates) , tobacco,  alcohol,  and  glue — were  used  by  students  in 
grades  7,  9,  11,  and  13;  the  students’  attitudes  toward  and 
powledge  of  these  various  drugs;  and  the  differences  in  use, 
nowledge,  and  attitudes  among  various  age  and  social 
roups.  This  was  the  largest  and  most  comprehensive  survey 
bout  drugs  ever  attempted  among  members  of  this  age  group, 
nd  its  results  soon  became  widely  known.  A resurvey  of  the 
ame  or  similar  school  classes  was  undertaken  two  years  later, 
i the  first  half  of  1970,  in  order  to  determine  whether  drug 
se  in  general  had  increased  and  whether  particular  drugs 
fere  being  used  more  or  less  frequently.  A further  aim  was  to 
be  whether  factors  such  as  age,  sex,  religion,  and  language, 

)r.  Smart  is  Associate  Research  Director  (Evaluation  Studies)  at  the 
liddiction  Research  Foundation,  and  Mrs.  Fejer  is  Senior  Research 
vssistant.  Dr.  White  is  Research  Director,  David  Jackson  and  Asso- 
iates,  Psychologists,  Toronto.  The  report  on  which  this  article  is 
jased  is  entitled  The  Extent  of  Drug  Use  in  Metropolitan  Toronto 
chools:  A Study  of  Changes  from  1968  to  1970,  and  is  available  at 
p.OO  a copy  (plus  50  cents  postage  in  Canada,  $1.00  elsewhere)  from 
le  Education  Division,  Addiction  Research  Foundation,  33  Russell 
jtreet,  Toronto  179.  The  survey  itself  was  planned  by  Dr.  Smart  and 
Irs.  Fejer,  and  the  data  were  collected  and  analysed  for  the  Founda- 
on  by  David  Jackson  and  Associates. 
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found  to  be  important  in  1968,  were  still  associated  in  the 
same  ways  with  drug  use.  In  addition,  the  1970  study  investi-  jt1 
gated  some  new  variables:  drug  use,  knowledge,  and  attitudes  J1 
in  Grade  6;  parental  drug  use;  use  of  speed;  and  the  relation  j 
of  drug  use  to  three  aspects  of  a psychological  state  known  as  j i 
alienation  which  is  often  mentioned  as  a probable  cause  of  || 
drug  use  among  young  people.  Finally,  there  was  in  the  1970  ‘Ja 
study,  as  in  the  1968,  an  attempt  to  discover  the  causes  of  1 J 
drug  use  by  relating  drug  use  among  students  to  personal,  j r 
parental,  and  social  factors  of  many  kinds.  I oi 

|ia 

Method 
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All  the  data  in  the  1970  study  were  obtained  from  a question- 
naire completed  by  the  students  in  their  schools. 

The  sample  included  those  classes  (but  not  necessarily  stu- 
dents) surveyed  in  1968  plus  a sample  of  Grade  6 students.  In 
each  school  in  which  Grade  7,  9,  11,  and  13  classes  had  been 
surveyed  in  1968,  the  same  number  of  classes  was  resurveyed. 
An  attempt  was  made  to  return  to  the  same  class,  but  in  11 
schools  the  class  numbering  system  had  been  modified.  In 
these,  classes  within  each  grade  were  randomly  chosen. 

In  selecting  the  schools  in  1968,  classes  were  randomly 
selected  at  each  grade  level  until  120  students  in  each  grade  in 
each  high  school  district  had  been  chosen.  For  purposes  of  the 
study,  a high  school  district  was  taken  to  be  a high  school  at- 
tendance area  and  to  include  the  high  school  itself  plus  the 
various  pre-secondary  (e.g.,  junior  high)  schools  that  fed  into 
it.  In  general,  school  districts  were  randomly  selected  within  ai‘ 
each  borough. 

Letters  explaining  the  general  purpose  of  the  study  and  re- 
questing permission  for  students  to  participate  were  sent  to  all 
parents.  Where  parents  did  not  speak  English,  translations 
were  provided. 

The  total  number  of  students  tested  in  1968  was  6,447;  in 
1970  the  total  was  8,865.  Of  these,  1,932  were  in  Grade  6jift 
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868  in  Grade  7,  1,875  in  Grade  9,  1,725  in  Grade  11,  and 
422  in  Grade  13.  An  additional  43  students  did  not  indicate 
eir  grade. 

The  questionnaire  was  administered  to  399  classes  in  94 
hools.  In  all  cases,  the  students  marked  their  answers  on  an 
>tical  scanning  sheet — a form,  separate  from  the  question- 
tire,  which  was  later  read  by  a machine  called  the  optical 
anner.  They  were  instructed  not  to  sign  their  names  or  put 
iy  identification  on  the  questionnaire  or  the  sheet.  The  ques- 
mnaire  contained  82  questions,  of  which  58  asked  for  infor- 
ation  on  the  following  topics: 

Demographic  or  statistical  characteristics  of  the  students 
i j and  parents  (e.g.,  age  of  student,  birth  place  of  parents) ; 
j!  Family  characteristics; 
ul  Parents’  drug  use; 

^ j Students’  personal  drug  use,  knowledge  about,  and  atti- 
tudes toward  drugs;  and 
j Students’  social  activities. 

le  remaining  questions  were  items  taken  from  the  Dean 
ale,  a test  developed  in  1961  that  has  been  shown  to  be  a 
liable  and  meaningful  way  of  measuring  three  aspects  of 
n;  jenation  that  have  been  labelled  powerlessness,  normlessness 
bsence  of  values  or  conflict  concerning  values) , and  social 
Ration,  and  also  of  giving  an  overall  measure  of  alienation. 
I Selected  segments  of  the  data  were  cross-tabulated  for 
jnt  pool  district,  grade,  sex,  drug  use,  parental  drug  use,  family 
t- j jaracteristics,  and  alienation.  Comparisons  were  then  made 
th  the  1968  findings. 

iri 

oi  SSUltS 

tio1  evalence  of  Drug  Use  in  1968  and  1970 

rj,  j [The  pattern  of  drug  use  by  students  in  1970  differed  from 
it  found  in  1968.  For  all  drugs  there  was  a statistically  signi- 
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ficant  difference  between  1968  and  1970.  Higher  percentages 
of  students  reported  using  alcohol,  marihuana,  barbiturates,  „ 
opiates,  LSD,  and  other  hallucinogens  than  in  1968.  The  per- 
centage of  students  reporting  use  of  tobacco  was  lower,  how- 1 
ever,  as  were  the  percentages  reporting  use  of  glue,  stimulants 
and  tranquillizers. 

The  percentage  of  students  using  each  drug  in  1968  and 
1970  is  shown  in  Table  1.  Since  including  Grade  6 students 
tended  to  reduce  figures  for  all  drugs  except  glue  and  solvents, 
drug  use  in  1970  is  given  in  two  ways:  for  Grades  7 to  13 
only,  and  for  Grades  6 to  13.  By  drug  use  is  meant  use  of  a 
drug  on  one  or  more  occasions  during  the  six-month  period 
preceding  the  answering  of  the  questionnaire.  It  is  important 
to  note  that  “use”  in  some  cases  indicates  use  on  only  one  or 
two  occasions  and  also  that  some  use  of  drugs  under  doctors 
orders  is  probably  included. 

When  Grade  7 to  13  students  in  1970  were  compared  wit  i 
those  surveyed  in  1968,  there  was  a doubling  or  more  in  the 
percentage  of  students  using  marihuana,1  opiates,  LSD,  and 
other  hallucinogens  such  as  STP.  The  percentage  of  student: 
using  marihuana  in  1970  was  18.3,  as  compared  with  6.7  ir  i5; 
1968.  Reported  use  of  opiates  also  increased  (from  1.9% 
4.0%) , as  did  LSD  (from  2.6%  to  8.5%)  and  other  hallucin 
ogens  (2.0%  to  6.7%).  Since  data  were  not  collected  in  196 
for  speed  or  for  solvents  other  than  glue,  it  is  not  knowifr 
whether  use  of  these  increased  or  not.  Use  of  alcohol — by  fa, 
the  most  widely  used  drug — was  reported  by  60.2%  of  stu 
dents  in  1970,  as  compared  with  46.3%  in  1968.  Some  of  thi 
last  increase  may  possibly  be  accounted  for  by  a change  i 
the  phrasing  of  the  alcohol  question.  In  1968,  students  werifta( 
simply  asked  if  they  had  used  alcohol;  in  1970,  the  qu a 
tionnaire  gave  examples  of  drinks  containing  alcohol  (e.g 
wine,  beer,  whisky,  gin,  etc.) . The  percentage  of  studen 
using  tobacco  dropped  slightly,  from  37.6%  to  35.5%. 
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'In  both  surveys,  hashish  and  marihuana  were  grouped  together  und  Nik 
the  name  marihuana. 
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The  use  of  psychoactive  drugs,  including  barbiturates, 
timulants,  and  tranquillizers,  appeared  to  be  relatively  stable, 
lthough  use  of  stimulants  and  tranquillizers  had  decreased 
Jightly.  The  prevalence  of  illicit  drug  use  had  increased  sub- 
antially.  This  included  alcohol,  marihuana,  opiates,  LSD, 
jther  hallucinogens,  and  speed.  (Alcohol  was  included  among 
licit  drugs  because  nearly  all  of  the  sample  was  under  20 
ears  of  age,  while  legal  drinking  age  in  Ontario  is  21.) 


TABLE  1 


Prevalance  of  Drug  Use  among  Toronto  Students 
in  1968  and  1970 
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Percentage  Using  at  Least  Once  in  Last  Six  Months 

1968  1970  1970 

Grades  7-13  Grades  7-13  Grades  6-13 

1 

.ei  ohol 

46.3 

60.2 

53.1 

7 fjacco 

37.6 

35.5 

30.4 

r rihuana 

6.7 

18.3 

14.5 

I1C 

19  [e 

5.7 

3.8 

4.1 

10  tier  solvents 

* 

6.3 

7.2 

>y  frbiturates 

3.3 

4.3 

3.8 

it  ta,es 

1.9 

4.0 

3.5 

ige  ied 

£ 

4.5 

4.1 

•j  |nulants 

7.3 

6.7 

5.8 

^ nquillizers 

9.5 

8.8 

7.6 

f; ) 

2.6 

8.5 

7.2 

ude 

/ ier  hallucinogens 

2.0 

6.7 

6.4 

„ al  students 

it  un 

6,447 

6,890 

8,822 

ita  not  collected  in  1968 
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Where  a substantial  increase  in  proportion  of  users  was 
shown  for  a particular  drug,  there  was  also  an  appreciable  in- 
crease in  the  frequency  with  which  students  were  using  that 
drug.  For  alcohol,  marihuana,  and  LSD,  the  proportion  of 
heavy  users  (students  reporting  using  seven  or  more  times 
during  the  preceding  six  months)  was  significantly  greater 
than  in  1968.  The  percentage  of  students  reporting  infrequent 
use  (once  or  twice  during  the  preceding  six  months)  of  mari- 
huana doubled;  the  percentage  reporting  heavy  use  tripled. 
The  relationship  was  the  same  for  LSD  and  was  even  more 
evident  in  the  case  of  alcohol,  where  infrequent  use  increased 
14%  and  heavy  use  41%.  There  was  little  change  in  the  pro-  k 
portion  of  light  and  heavy  users  of  tranquillizers,  barbituratesifc 
and  stimulants,  while  tobacco  and  glue  showed  slight  declinesffor 
in  proportion  of  heavy  users.  i 

For  all  drugs,  there  were  significant  variations  among  school!  ^ 
districts  in  level  of  use.  There  also  were  noteworthy  change^ 
within  some  districts — e.g.,  one  district  in  which  eight  times  ar  ^ 
large  a percentage  reported  using  marihuana  as  in  1968,  am  ^e( 
other  in  which  glue  use  declined  from  13.3%  to  4.8%. 
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Drug  Use  and  School  Grade 


For  solvents  and  glue,  usage  peaked  at  Grade  6 or  7,  the) 


decreased  sharply.  Alcohol  was  unique  in  that  its  use  in 
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creased  continuously  from  Grade  6 through  13.  The  percent 
age  of  students  using  each  of  the  other  drugs  except  stimulanl  r 
increased  from  Grade  6 to  11,  then  decreased  slightly  at  Grac 
13. 

A comparison  with  the  1968  data  indicated  that  for  moi 
drugs  peak  use  had  shifted  from  Grade  9 to  Grade  11,  an 
that  the  increase  in  the  prevalence  of  marihuana  smoking  ii 
volved  primarily  the  students  in  Grades  11  and  13.  The  ii 
crease  in  the  use  of  LSD  and  other  hallucinogens  was  main 
in  Grade  1 1 and  the  increase  in  the  use  of  alcohol  mainly 
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Grades  7 and  13.  Grade  9 was  chiefly  responsible  for  the  ovej  n$ou| 
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all  decrease  in  tobacco  use.  For  other  drugs,  changes  in  pre- 
valence were  not  concentrated  in  any  one  grade. 


5ex,  Age,  and  Other  Factors 

In  general,  a greater  proportion  of  males  than  of  females 
lised  drugs,  and  males  used  drugs  more  frequently  than  fe- 
nales.  However,  significantly  more  females  used  tranquillizers 
tnd  there  was  no  significant  sex  difference  in  the  use  of  sol- 
se  ents,  barbiturates,  and  stimulants.  However,  the  rate  of  in- 
irc  frease  in  the  proportion  of  females  using  various  drugs 
te  ppeared  to  be  higher  than  for  males  in  the  period  1968-70. 
mi  'or  example,  the  percentage  of  females  reporting  marihuana 
ise  almost  tripled  (4.1%  to  12.0%)  while  that  of  males 
oubled.  The  male  rate  of  use  was  still  higher  at  16.9%,  but 
le  difference  was  becoming  smaller.  A similar  pattern  was 
bserved  for  LSD,  other  hallucinogens,  and  alcohol.  Much  of 
le  overall  increase  in  drug  use  from  1968  to  1970  may  be  due 
the  higher  rate  of  increase  in  drug  use  by  female  students. 
The  use  of  LSD  in  1970  was  related  to  the  birth  place  of 
fie  father  but  not  of  the  mother.  The  use  of  another  seven 
rugs  was  related  to  the  birth  place  of  both  parents.  Alcohol 
se  was  most  common  among  students  whose  parents  were 
orn  in  Eastern  Europe  and  least  common  among  those  born 
Asia,  Africa,  Australia,  or  South  America.  Students  whose 
arents  were  born  in  North  America  were  most  likely  to  use 
jra  )bacco,  while  children  of  Western  European  parents  were 
iast  likely  to  do  so.  Marihuana  was  used  by  a higher  propor- 
tion of  students  whose  parents  were  born  in  Eastern  Europe 
nd  the  United  Kingdom  than  in  the  other  three  areas.2  (In 
ingi  968  the  highest  proportion  of  drug  users  [primarily  mari- 
hana  users]  was  found  among  those  students  whose  parents 
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forth  America,  Western  Europe,  and  Other- 
oJnd  South  America. 


-Asia,  Africa,  Australia, 
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were  born  in  the  United  Kingdom;  however,  in  1968  it  was 
students  with  parents  born  in  Eastern  Europe  who  were  least 
likely  to  use  marihuana.)  The  pattern  for  LSD  and  other  hal- 
lucinogens and  stimulants  was  comparable.  Children  of  par- 
ents born  in  Western  Europe  were  least  likely  and  those  with 
parents  born  in  the  United  Kingdom  were  most  likely  to  use 
them. 

For  glue,  opiates,  speed,  stimulants,  and  tranquillizers,  a 
statistically  significant  relationship  was  not  found  between 
drug  use  and  family  religion.  However,  Jewish  students  andj 
those  with  no  religion  were  most  likely  to  report  use  of  mari-i 
huana  and  barbiturates.  Jewish  and  Catholic  students  werej 
most  likely  to  report  use  of  alcohol  and  tobacco.  Those  who 
claimed  “Other”  as  their  religion  were  least  likely  to  use  these|  % 
drugs.  Marihuana  use  was  reported  by  27.5%  of  Jewish  stu^  oi 
dents,  18.9%  of  those  reporting  no  religion,  13.9%  of  Protest  jai 
tant  students,  and  13.5%  of  Catholic  students.  This  was  rea-  e$ 
sonably  consistent  with  the  results  in  1968.  In  the  earliei  i 
study,  however,  marihuana  use  was  most  common  among  stuij  fo 
dents  of  no  known  religion  and  next  most  common  amonfj 
Jewish  students. 

For  all  drugs  except  opiates  and  “other  solvents,”  a smalle 
proportion  of  students  who  lived  with  both  parents  reporte< 
using  drugs  than  of  students  who  lived  with  only  on 
parent  or  someone  else.  The  general  pattern  was  for  drug  u 
to  become  more  common  as  one  moved  from  a situation 
which  the  student  lived  with  both  parents  to  mother  onl 
father  only,  living  with  sister,  aunt,  uncle,  friend,  or  alom  M 
However,  the  percentage  of  students  using  tranquillizers  m 
higher  for  those  living  with  their  mothers  only  (11.6%)  tha  ®K|t 
for  those  living  with  their  fathers  only  (10.0%)  or  both  pa 
ents  (7.0%).  This  pattern  is  consistent  with  that  found  $ 
1968.  It  would  suggest  that  the  more  stable  their  home  eifAl 
vironment  the  less  likely  students  are  to  be  drug  users. 

For  alcohol,  marihuana,  opiates,  barbiturates,  stimulan! 
LSD,  and  other  hallucinogens,  a relationship  was  found  b % 
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ween  student  use  and  the  type  of  job  held  by  the  father.  The 
Children  of  professionals  were  more  likely  to  use  drugs  than 
jltudents  whose  fathers  were  proprietors,  or  skilled,  semi- 
killed,  or  clerical  workers.  This  relationship  was  most  evident 
or  alcohol,  marihuana,  opiates,  and  LSD.  In  addition,  child- 
en  of  professionals  reported  using  drugs  most  frequently. 

Here  again,  1968  and  1970  patterns  were,  in  general,  very 
lose  to  one  another.  However,  there  did  not  appear  to  be  a 
ontinuous  pattern  from  1968  to  1970  when  it  came  to  the 
luestion  of  parental  working  hours  (whether  parents  worked 
Saytime,  shifts,  part-time,  or  were  unemployed) . The  only 

tend  that  did  emerge  in  this  general  area  was  a tendency 
nong  students  to  use  alcohol,  tobacco,  glue,  other  solvents, 
nd  hallucinogens  other  than  LSD  which  increased  as  one 
>nsidered  students  whose  mothers  did  not  work,  worked 
|hrt-time,  worked  days,  and  worked  shifts.  The  findings  sug- 
jsted  that  drug  use  was  related  to  the  degree  of  disruption 
ithin  the  home  produced  by  the  mother’s  work.  (In  1968 
lere  was  no  significant  relationship  between  mothers’  work- 
g hours  and  drug  use  by  their  children.) 


jibling  Use  of  Drugs 

Student  use  of  all  12  drugs  covered  by  the  study  was  signi- 
;antly  related  to  reported  use  of  marihuana  and/or  glue  by 
others  and  sisters.  A cumulative  effect  was  observed  for 
ne  of  the  drugs  studied.  If  his  sibling  was  reported  as  using 
a]J)th  marihuana  and  glue,  a student  was  more  likely  to  use 
frbiturates,  glue,  other  solvents,  opiates,  speed,  stimulants, 
tj,  ^nquillizers,  LSD,  and  other  hallucinogens,  than  if  his  sib- 
ig  only  used  one  (marihuana  or  glue) . Students  who  said 
eir  siblings  used  only  marihuana  were  more  likely  to  use 
ohol,  tobacco,  and  marihuana  than  those  whose  siblings 
■ed  glue  or  glue  and  marihuana.  If  siblings  did  not  use  either 
jal  arihuana  or  glue,  the  student  was  less  likely  to  use  any  of 
drugs.  These  results  were  consistent  with  1968  findings. 
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Parental  Drug  Use,  Student  Use,  and  School  Grades 


or! 


Estimates  of  parental  use  of  alcohol,  tobacco,  stimulants, 
tranquillizers,  and  barbiturates  were  acquired  from  the  stu- 
dents. The  data  indicated  that  students  were  more  likely  to 
drink  alcohol  than  their  mothers  but  less  likely  to  do  so  than 
their  fathers.  Tobacco  and  barbiturates  were  used  by  a larger 
percentage  of  both  mothers  and  fathers  than  sons  or  daugh- 
ters. Fathers  were  relatively  less  likely  to  use  stimulants  than 
any  of  the  other  drugs;  mothers  were  more  likely  to  use  tran- 
quillizers. The  use  of  alcohol  and  tobacco  appeared  to  be 
male-linked  while  tranquillizer  use  was  female-linked — that 
is,  more  women  and  girls  use  tranquillizers  than  do  men  and  re 
boys,  and  more  men  and  boys  use  alcohol  and  tobacco  than 
do  women  and  girls.  In  general,  students  were  least  likely  to 
use  drugs  if  their  mothers  used  neither  tobacco  nor  alcohol 
and  most  likely  to  use  drugs  if  their  mothers  used  both  tobac- 
co and  alcohol.  The  use  of  either  tobacco  or  alcohol — espe- 
cially the  latter — by  mothers  was  associated  with  student  drufc 
use,  with  the  association  being  strongest  where  mothers  used 
both.  Mothers’  use  of  tobacco  was  more  often  associated  with 
student  use  of  glue  and  other  solvents  than  mothers’  use  ol 
alcohol. 

Mothers’  and  fathers’  use  of  tranquillizers,  stimulants,  anc  ^ 
barbiturates  was  cross-tabulated  with  students’  use  of  ill 3rou 
drugs.  For  all  12,  a statistically  significant  relationship  waPe( 
found  which  indicated  that  when  parents  were  frequent  user  101 
of  any  of  these  drugs,  their  children  tended  to  be  drug  userPei] 
When  parents  were  infrequent  users  or  non-users  of  tranquiljpe 
lizers,  stimulants,  or  barbiturates,  their  children  were  usual! 
non-users  of  drugs  generally.  . L 

A significant  relationship  was  found  between  overall  subjec  ^ 


average  in  school  and  use  of  all  12  drugs.  For  all  except  alccil 


hoi  and  tobacco,  the  tendency  toward  use  and  the  frequenc 


of  use  decreased  as  the  student’s  subject  average  increased 
The  same  pattern  was  found  in  1968.  It  was  impossible  to  d(] 
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cermine  whether  the  use  of  drugs  produced  lower  grades  or 
whether  students  who  tended  to  get  lower  grades  were  predis- 
posed to  be  heavy  drug  users. 


i 


Orugs  and  Activities 

As  in  1968,  the  percentage  of  students  using  most  of  the 
Irugs  decreased  as  participation  in  school  activities  increased. 
The  use  of  glue  and  other  solvents  followed  a different  pat- 
ern,  however,  with  the  students  who  participated  in  three  (out 
:>f  a possible  four  or  more)  activities  being  the  most  likely  to 
eport  using  these  drugs. 

Students  who  reported  spending  their  weekday  evenings  in 
)rganized  activities  were  the  least  likely  to  use  drugs,  while 
|j  hose  who  hung  around  with  friends  were  most  likely  to  do 
j o.  Most  drugs  followed  the  same  pattern  as  was  observed 
Jjvith  marihuana.  This  drug  was  used  by  8.7%  of  students  who 
Jingaged  in  organized  activities,  10.8%  of  those  who  stayed  at 
Jjiome,  20.2%  of  those  who  visited  friends,  and  26.6%  of  those 
Jwho  hung  around  with  a group.  Such  relationships  followed  a 
Jimilar  pattern  in  1968. 

Students  who  generally  stayed  home  on  weekends  were  least 
ikely  to  use  drugs,  while  those  who  went  out  and  hung 
.round  with  a group,  went  to  parties,  dances,  etc.,  were  most 
ikely  to  do  so.  Those  who  spent  their  weekends  at  a friend’s 
louse  or  went  out  with  friends  were  intermediate.  Generally, 
he  more  time  a student  spent  in  unsupervised  activities,  the 
jnore  likely  he  was  to  use  drugs. 

ui  I 

Acquaintance  with  Suppliers 

Half  the  students  reported  they  did  not  know  anyone  who 
/ould  give  or  sell  them  marihuana;  20%  knew  one  to  three 
^luppliers;  29%  knew  four  or  more.  It  is  interesting  that,  as  in 
-ai  968,  use  of  all  12  drugs  was  positively  related  to  number  of 
^marihuana  suppliers  known. 
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Reasons  for  Not  Using  Drugs 


The  major  reason  given  for  not  using  drugs  was  danger  to 
health.  Forty-one  per  cent  chose  this  reply,  as  compared  with 
32%  who  indicated  they  preferred  other  activities.  Two  per 
cent  were  concerned  because  use  of  some  drugs  is  illegal,  3%J 
were  influenced  by  parental  disapproval,  and  8.0%  indicated 
drug  use.  The  remaining  14%  did  not  reply  to  this  question. 
The  major  factors  influencing  students  to  use  or  not  to  use 
drugs  were  information  received  from  television,  books,  or 
newspapers  (39%)  and  what  friends  told  them  about  drugs 
(21.0%).  The  information  sources  which  provided  the  most 
influence  on  the  decision  to  use  drugs  were  also  listed  by  stu- 
dents as  the  sources  from  which  they  learned  most  about 
drugs.  Forty-two  per  cent  of  the  students  learned  most  of  what 
they  knew  about  drugs  from  the  news  media  and  25%  from 
friends.  These  findings  were  consistent  with  those  of  1968. 


fi 


When  Drugs  First  Used 


Half  the  students  who  had  used  glue  reported  they  first 
sniffed  in  1969  or  1970.  The  other  half  had  sniffed  earlier.  The 
comparable  data  for  marihuana  indicated  almost  two-thirds  of 
the  users  first  used  it  in  1969  or  1970.  It  was  hard  to  estimate 
whether  more  students  were  starting  to  use  these  drugs  be- 
cause only  four  months  had  elapsed  in  1970  when  the  data 
were  collected. 
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Parental  Awareness  of  Drug  Use 
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Three-quarters  of  the  students  who  used  marihuana,  two 
thirds  of  those  who  used  glue,  but  only  28%  of  those  who 
used  alcohol  believed  their  parents  did  not  know  they  did  so.  % 
Almost  half  the  students  who  used  alcohol  claimed  their*  % 
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parents  approved,  while  only  5%  and  7%  respectively  of 
marihuana  and  glue  users  reported  parental  approval. 

Overall  Analysis 

Overall  analysis  of  the  data  showed  that  38.2%  of  students 
used  none  of  the  12  drugs  and  74.1%  used  none  of  the  12 
Dther  than  alcohol  and  tobacco.  Of  the  students — about  one- 
quarter  of  the  sample — who  reported  using  psychoactive  drugs 
(tranquillizers,  barbiturates,  or  stimulants)  and/or  illicit  drugs 
(in  this  case  marihuana,  LSD,  other  hallucinogens,  speed, 
ppiates,  glue,  or  other  solvents),  a higher  proportion  were 
using  illicit  drugs  than  in  1968.  In  that  year,  53.2%  of  these 
tudents  were  using  illicit  drugs  while  46.8%  were  using  psy- 
hoactive  drugs  but  no  illicit  drugs.  In  1970,  the  proportions 
iad  changed  to  83.1%  and  16.9%  respectively.  It  is  also  inte- 
jesting  to  note  that  the  majority  of  psychoactive  drug  users 
/ere  taking  only  one  psychoactive  drug,  primarily  tranquil- 
izers, while  the  majority  of  illicit  drug  users  were  taking  a 
ombination  of  illicit  drugs. 

I! 

Multiple  Drug  Use 

at  : An  effort  was  also  made  to  determine  relationships  between 
bi  le  use  of  particular  drugs  and  the  use  of  other  drugs.  Many 
[ai  lue  users  also  used  other  solvents,  and  glue  use  was  also 
losely  related  to  use  of  speed  and  stimulants.  The  use  of 
Iher  solvents  was  moderately  related  to  the  use  of  barbitu- 
rates, speed,  stimulants,  and  opiates,  and  the  use  of  these  four 
rugs  was  highly  interrelated.  Marihuana,  the  most  commonly 
ised  drug  after  alcohol  and  tobacco,  was  more  closely  asso- 
iated  with  LSD  than  any  other  drug,  and  alcohol  and  tobac- 
wj  o were  closely  associated  both  with  marihuana  and  with  each 
^ ther.  Among  student  drug  users  there  appeared  to  be  three 
jjj(  |ib-groups:  those  who  used  alcohol,  tobacco,  and  marihuana; 


15 


those  who  used  glue  and  other  solvents;  and  those  who  used 
barbiturates,  opiates,  speed,  and  stimulants. 


Alienation  and  Drug  Use 

Data  concerning  alienation  covers  only  Grades  9,  11,  and 
13,  since  the  Alienation  Scale’s  terms  and  concepts  proved  to 
be  beyond  the  grasp  of  Grade  6 and  7 students. 

The  concept  of  alienation,  as  used  in  this  study,  describes 
a syndrome  made  up  of  three  components:  powerlessness, 
social  isolation,  and  normlessness.  Powerlessness  implies 
a feeling  of  lack  of  control  over  the  environment.  Social 
isolation  includes  feelings  of  separation  from  the  group 
and/or  isolation  from  group  standards.  Normlessness  has  two 
dimensions.  The  first  involves  absence  of  or  loss  of  values — 
that  is,  of  ideas  giving  direction  to  life.  The  second  involves 
a conflict  in  values.  The  individual,  here,  has  no  standard 
upon  which  he  can  base  his  behavior  since  the  norms  to 
which  he  tries  to  respond  are  in  conflict. 

A significant  relationship  was  found  between  normlessness 
scores  and  the  use  of  all  12  drugs,  and  between  overall  aliena- 
tion and  the  use  of  all  drugs  except  speed.  Powerlessness  was 
related  to  the  use  of  all  drugs  except  opiates,  speed,  and  LSD. 
Social  isolation  was  related  to  only  half  of  the  drugs,  namely 
alcohol,  tobacco,  glue,  other  solvents,  barbiturates,  and  tran- 
quillizers. 

Drug  use  appeared  to  be  most  consistently  related  to  norm- 
lessness. Those  students  whose  norms  are  consistent  with 
those  of  their  parents  and  the  so-called  “straight  world”  are 
less  likely  to  use  drugs  than  other  students.  The  use  of  drugs, 
therefore,  may  be  part  of  a search  for  identity  and  meaningful 
norms,  and  students  under  pressure  from  conflicting  norms 
may  use  some  drugs  as  an  escape. 

While  many  students  with  a high  sense  of  social  isolation 
used  drugs  such  as  alcohol  and  tranquillizers  which  are 
accepted  in  the  adult  world,  most  users  of  marihuana,  opiates.. 
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speed,  stimulants,  LSD,  and  other  hallucinogens  did  not  feel 
^isolated,  perhaps  because  they  were  members  of  a “drug  sub- 
culture.” 

Powerlessness  was  associated  with  the  use  of  all  drugs  other 
than  opiates,  LSD,  and  speed.  Apparently  the  users  of  most 
drugs  tend  to  seek  in  them  for  feelings  of  power  which  would 
otherwise  be  lacking.  This  is  particularly  true  of  the  way  in 
which  alcohol  is  sometimes  used — to  give  people  “strength” 
and  “courage”  to  face  difficult  situations. 

While  drug  use  tended  to  be  positively  related  to  alienation, 
the  relationship  was  not  always  consistent.  Generally,  aliena- 
tion increased  as  frequency  of  drug  use  increased  but  then 
decreased  among  heavy  drug  users.  In  effect,  the  heavy  users 
tended  to  be  less  alienated  than  the  moderate  users. 

| Finally,  student  alienation  scores  (on  all  four  scales)  were 
positively  related  to  parental  use  of  psychoactive  drugs. 
Students  whose  parents  used  tranquillizers,  stimulants,  or 
barbiturates  were  more  likely  to  be  alienated  than  students 
whose  parents  did  not.  In  addition,  students  who  reported 
(hat  their  fathers  used  both  alcohol  and  tobacco  were  more 
formless  than  those  whose  fathers  used  neither  or  used  just 
one.  Students  whose  mothers  drank  alcohol  and  smoked 
obacco  were  more  socially  isolated  and  more  alienated 
M generally  than  those  whose  mothers  used  neither  or  just  one. 
The  direction  of  causality  could  not  be  determined. 

1 L- 

it  Discussion 

31  It  is  clear  that  heavy  use  of  illicit  drugs  increased  over  the 
“8  period  studied.  If  the  present  rate  of  increase  continues  it  will 
$ ake  only  four  years  until  marihuana  is  used  by  more  students 
rn  than  was  alcohol  at  the  time  of  the  second  survey.  Statistically 
t would  take  less  than  six  years  at  the  1968-70  rate  of 
,ti(  rcrease  to  reach  a point  at  which  all  have  tried  marihuana, 
ai  j The  1970  data  shows  a peaking  of  drug  use  at  Grade  11 
ate  instead  of  at  Grade  9,  as  was  the  case  in  1968.  This  does  not 
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necessarily  mean  that  the  crest  of  a wave  is  passing  into 
higher  and  higher  grades,  ultimately  to  disappear.  The  per- 
centage of  students  using  illicit  drugs  was  higher  both  in 
Grade  9 and  in  Grade  11  in  1970  than  in  1968  in  any  grade, 
and  the  use  of  illicit  drugs  was  higher  in  all  grades  in  1970 
than  in  1968. 


It  is  clear  from  findings  on  alienation  that  counter  cultures 
associated  with  drug  use  have  developed.  The  relationship 
between  parental  drug  use  and  alienation  is  also  important. 
Which  factors  come  first  in  time  sequence  is  a matter  for 
further  research. 


The  implications  of  the  above  findings  for  drug  education 
are  fairly  clear.  First,  it  is  obvious  that  methods  for  preventing 
a continued  growth  in  the  use  of  illicit  drugs  are  yet  to  be 
discovered.  Although  considerable  drug  education  was  under = 
taken  in  Toronto  schools  in  the  two  years  between  surveys, 
it  did  not  reduce  use  of  most  illicit  drugs.  (Perhaps  it  helped 
to  decrease  use  of  tobacco  and  glue,  although  the  program 
did  not  focus  on  these  drugs.)  Experimentation  in  new 
methods  of  drug  education  is  certainly  needed,  as  are  addi- 
tional studies  of  the  trends  in  adolescent  drug  use. 

The  relationship  between  parental  drug  use  and  alienation 
suggests  that  the  development  of  drug  education  programs 
will  have  to  take  into  account  the  interplay  between  parental 
drug  use,  student  alienation,  and  student  drug  use.  Such  pro- 
grams will  also  have  to  involve  parents  to  a much  greater 
extent  than  they  have  so  far. 

More  generally,  the  study  shows  that  current  adolescent 
drug  use  is  related  to  drug  use  in  the  larger  society  and  to 
aspects  of  adult  behavior.  Efforts  to  concentrate  drug  abuse 
prevention  and  control  measures  on  young  persons  alone 
will  probably  be  ineffective. 
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Cet  expose  porte  sur  un  deuxieme  sondage  effictue  en  1970  dans 
1399  classes  de  94  ecoles  situees  dans  les  limites  de  l’agglomiration 
torontoise.  On  y a interrogi  8,865  ileves  de  6ieme,  7ieme,  9ieme, 
llieme  et  13ieme  annie  pour  savoir  s'ils  faisaient  usage  ou  non  de 
12  drogues  diffirentes,  quelles  etaient  leurs  opinions  et  leurs  con- 
Inaissances  au  sujet  des  drogues,  et  pour  obtenir  un  certain  nombre 
:de  renseignements  demographiques  et  sociaux  sur  les  etudiants  eux- 
memes  et  sur  leurs  families.  Comme  la  plupart  des  questions  avaient 
dija  iti  posies  en  1968  dans  les  memes  classes  ou  dans  les  classes 
semblables  de  7ieme,  9ieme,  llieme  et  13ieme  annee,  on  a pu  etablir 
Ides  comparaisons  entre  les  renseignements  recueillis  en  1968  et  une 
fgrande  partie  de  ceux  obtenus  en  1970. 

! En  1970,  un  plus  grand  nombre  d'itudiants  qu'en  1968  ont  rivili 
qu'ils  faisaient  usage  d'alcool,  de  marijuana,  de  barbituriques, 
d'opiacis,  de  LSD  et  d’autres  hallucinogenes.  Le  pourcentage 
d'etudiants  faisant  usage  de  tabac,  de  colle,  de  stimulants  et  de 
tranquillisants  a diminue.  La  proportion  des  grands  usagers  d'alcool, 
de  marijuana  et  de  LSD  a augmente  en  1970.  Entre  1968  et  1970, 
['usage  le  plus  frequent  de  la  plupart  des  drogues,  qui  avait  ete 
remarque  d'abord  en  9ieme  annee,  est  devenu  le  fait  de  la  llieme 
annee,  et  la  proportion  des  usagers  a augmente  de  fa?on  plus  marque 
Aez  les  filles  que  chez  les  gar?ons. 

L’usage  des  drogues  chez  les  etudiants  a ete,  en  general,  positive- 
nent  relie  a l'insucces  scolaire,  au  manque  de  participation  aux 
ictivites  scolaires  et  autres  activites  organisees,  a la  connaissance 
i’un  plus  grand  nombre  de  trafiquants  de  marijuana,  et  a un  senti- 
ment de  disaffection,  y compris  un  manque  de  convictions,  c’est-a- 

10  lire  l'absence  de  sens  des  valeurs,  ou  de  conflit  concemant  ces 
Valeurs.  On  a aussi  relie  positivement  l’usage  des  drogues  chez  les 
etudiants  a l'usage  que  faisaient  leurs  freres  et  soeurs  de  marijuana 

^ bt  de  colle,  ainsi  qu'a  l'usage  que  faisaient  leurs  parents  de  drogues 
lIC  psychoactives  (barbituriques,  tranquillisants,  stimulants),  d'alcool  et 
jtc  Pe  tabac.  Des  sentiments  de  disaffection  chez  les  itudiants  sont 
iussi  reliis  a l'usage  de  drogues  psychoactives,  d’alcool  et  de  tabac 
l:hez  leurs  parents. 

$ Le  sondage  de  1970  a iti  pripari  par  Reginald  G.  Smart  et 

1 1 Dianne  Fejer  de  la  Fondation  de  la  recherche  sur  les  toxicomanies 
^ (Addiction  Research  Foundation).  Les  donnies  ont  iti  recueillies 
|0H  it  analysies  par  la  maison  David  Jackson  and  Associates. 
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Marihuana,  the  Experts,  and  the  Public 

By  Oriana  Josseau  Kalant 

The  current  widespread  illegal  use  of  mind-  and  mood-  1 1 
modifying  drugs,  of  which  cannabis  is  perhaps  the  most  j f 
important  example,  has  posed  a number  of  questions  and  ; 1 
problems  for  the  public  as  well  as  for  special  groups  such  as  ; f 
government,  educators,  the  medical  and  legal  professions,  j c 
parents,  and  marihuana  users  themselves.  Understandably,  the  ; s 
public  has  turned  for  the  answers  to  those  whom  it  assumes  | ^ 
to  be  experts,  or  to  those  who  volunteer  themselves  as  experts,  j ^ 
expecting  a body  of  sound  and  consistent  answers  which  it  has  ; 
so  far  failed  to  obtain.  This  has  led  to  a state  of  confusion  j sf 
and  frustration  expressed,  at  least  partly,  as  disappointment  or  ; fe 
even  hostility  toward  the  experts.  Such  feelings  are  illustrated  $u 
by  the  often  repeated  phrases  “so-called  experts,”  or  “self-  of 
appointed  experts”  and  statements  such  as  “the  experts  can-  fc 
not  even  agree  among  themselves.”  i 

Because  a scientifically  sound  and  socially  satisfactory  reso-  ■ lllf 
lution  of  the  marihuana  controversy  will  inevitably  require  : ^ 
co-operation  among  experts,  as  well  as  between  experts  and  I stl* 
society  at  large,  it  might  prove  useful  to  examine  objectively  j 1 
the  question  of  who  qualifies  as  a competent  and  trustworthy  j coo 
expert  on  marihuana.  j spet 

Ideally,  it  may  help  the  various  specialists  to  define  more 
precisely  their  own  areas  of  competence,  the  public  to  adopt  a 110111 
more  selective  and  critical  attitude  toward  the  statements  and  ll1 

judgments  of  the  specialists,  and  the  communications  media!  tarf 

| in 
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te  i 

Dr.  Kalant  is  Research  Scientist  (Biological  Studies)  at  the  Addiction! 

Research  Foundation  of  Ontario.  This  article  is  reprinted,  with  per-]  C3sl 
mission,  from  The  Globe  and  Mail  (June  17,  1970).  Il([$ 
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\ to  meet  more  effectively  their  responsibility  in  acting  as  inter- 
mediaries between  the  other  two. 

The  marihuana  question  is  only  one  of  a large  variety  of 
j;  social  issues  in  which  it  is  important  to  recognize  the  dif- 
jference  between  matters  of  fact  and  value  judgments  or 
emotional  reactions  to  these  facts.  A specialist  may  become 
expert  in  a particular  category  of  facts,  but  in  his  emotional 
reactions  to  them  he  is  basically  no  different  from  the  general 
public.  For  example,  a nuclear  physicist  may  know  in  great 
detail  how  a hydrogen  bomb  works  and  what  effects  its  explo- 
sion can  cause,  but  given  the  same  facts  he  is  no  more  expert 
than  any  concerned  citizen  in  deciding  whether  nuclear  war- 
fare is  good  or  evil. 

Confronted  with  a topic  that  arouses  strong  reactions,  the 
specialist  may  experience  great  difficulty  in  separating  his  own 
feelings  and  ethical  attitudes  from  his  factual  knowledge.  If  he 
succeeds  in  isolating  or  compartmentalizing  these  two  areas 
of  his  mental  processes  he  achieves  objectivity,  or  the  ability  to 
transmit  knowledge  to  others  dispassionately  and  without 
'moral  overtones.  If  he  does  not  succeed  he  will  necessarily 
s0  introduce  distortions,  from  the  most  gross  to  the  most  subtle, 
jrf  which  satisfy  his  own  emotional  needs,  even  though  he  may 
j jstill  honestly  believe  himself  to  be  objective. 


These  attitudes,  which  are  partly  conscious  and  partly  un- 
conscious have,  in  the  case  of  marihuana,  historical  roots.  The 
pecialist  who  becomes  interested  in  the  subject  does  not 
approach  it  innocently  or  afresh.  He  brings  to  it  a series  of 
lotions  that  he  acquired  automatically,  and  most  likely 
ancritically,  in  the  process  of  becoming  educated.  He  has 
earned,  for  example,  that  the  drug  is  illegal  and  that  the  law 
defines  it  as  a narcotic  together  with  the  opiates.  This  will  have 
it  most  the  implication  that  the  drug  is  addictive  and  that  its 
lse  is  associated  with  criminal  or  deviant  behavior,  and  at 
east,  that  because  it  is  illegal  it  is  more  dangerous  than  other 
drugs  that  are  not,  such  as  the  amphetamines  until  recently. 


21 


As  he  becomes  more  acquainted  with  the  subject  he  soon 
finds  that  the  legal  definition  is  pharmacologically  unsound 
and  that,  in  fact,  the  actions  of  marihuana  are  quite  different 
from  those  of  the  opiates.  This  means  that  the  process  of 
learning  about  marihuana  simultaneously  involves  the  much 
more  difficult  and  opposite  process  of  unlearning  preconcep- 
tions about  it,  including  some  that  have  emotional  overtones 
(e.g.,  fear  of  physical  dependence) , and  value  judgments  (e.g., 
since  this  drug  is  used  by  members  of  alien  cultures,  it  is 
suspect).  Therefore  he „ must  unlearn  not  only  intellectually, 
which  is  relatively  easy,  but  also  emotionally  or  ethically, 
which  is  much  more  difficult. 

There  has  been  much  less  difficulty  in  accepting  the  phar- 
macological reclassification  of  marihuana  as  an  hallucinogen 
than  there  has  been  about  changing  its  legal  status  in  keeping 
with  its  properties.  But  the  problem  is  very  rarely  stated  in 
these  terms.  Since  reasoning  seems  to  be  a much  more  accept- 
able method  of  persuasion  than  feeling,  the  emotional  atti- 
tudes are  often  submitted  to  a more  or  less  elaborate  process 
of  rationalization.  The  expert  on  cannabis,  regardless  of  his 
specialty,  is  at  least  as  prone  to  doing  this  as  anyone  else  and 
often  much  more  so.  The  reason  is  that  he  is  under  constant 
pressure  from  the  rest  of  society  to  make  pronouncements  on 
the  subject  which  require  not  just  communication  of  data  but 
interpretation  and  judgment  of  their  social  significance.  This 
may  lead  him  to  express  ideas  which  under  other  circum- 
stances he  may  entertain  not  at  all  or  only  as  conjectures  or 
hypotheses.  But  the  onus  is  on  him  to  become  aware  of  where 
his  command  of  objective  facts  ends  and  his  emotional  bias 
begins.  Ideally,  in  his  public  role  as  expert,  he  should  limit 
himself  to  being  factual,  while  as  an  individual  citizen  he  is 
entitled  to  express  his  feelings  as  he  chooses. 

This  failure  to  differentiate  adequately  between  fact  and 
bias  is  just  as  common  among  those  experts  who  favor  a 
change  in  the  marihuana  laws  as  among  those  who  favor  the 
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status  quo.  The  writings  and  speeches  of  highly  articulate  and 
intelligent  advocates  of  legalization  of  marihuana  contain 
many  examples  of  arguments  in  which  they  have  used  facts 
which  favor  their  case  while  ignoring  other  equally  important 
facts  contained  in  the  same  sources  which  undermine  their 


position. 

Another  factor  that  contributes  significantly  to  the  confu- 
sion in  the  public  mind  about  the  credibility  of  experts  is  the 
multifaceted  nature  of  the  topic.  The  subject  of  marihuana 
does  not  fall  entirely  within  the  confines  of  any  one  specialty. 
On  the  contrary,  it  cuts  across  the  borders  of  a wide  variety  of 
disciplines.  Botanists  who  have  made  a special  study  of  the 
lemp  plant  may  become  experts  in  its  cultivation  or  in  factors 
which  affect  its  content  of  active  ingredients.  Organic  chemists 
nay  become  experts  in  the  complex  chemical  structure  of 
lese  ingredients.  The  specialists  who  study  the  effects  of  these 
hemicals  on  the  body  and  on  behavior  are  regarded  as  ex- 
perts on  the  pharmacology  and  psychology  of  marihuana. 
There  are  expert  sociologists  and  anthropologists  whose  fields 
if  observation  and  study  are  the  social  and  cultural  features 
)f  cannabis  use,  and  medical  men  and  psychiatrists  who  con- 
centrate on  the  connection  between  marihuana  use  and 
physical  and  mental  illness.  But  the  topic  reaches  beyond  the 
onfines  of  science.  Government  is  involved  in  the  sense  that 
t has  forbidden  the  use  of  the  substance  and,  as  a result,  there 
re  specialized  agencies  of  government  and  of  law  enforce- 
nent  which  develop  experts  on  these  facets  of  the  issue.  Again, 
lose  lawyers  who  choose  to  concentrate  on  legal  cases  in- 
olving  marihuana  charges  may  become  particularly  familiar 
/ith  the  issues  and  social  consequences  of  the  law,  and  thus 
xperts  in  these  matters.  Educators,  social  workers,  or  clergy- 
len  may  become  experts  on  the  social  and  moral  aspects  of 
e question.  And  lastly  there  are  the  users  themselves,  who 
el  they  are  more  knowledgeable  than  non-users  concerning 
e effects  of  marihuana  and  who  also  develop  a great  deal  of 
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expertise  in  the  art  of  procuring  and  using  the  drug  and  of  ‘ 
avoiding  the  penalties  imposed  by  the  law. 

It  should  be  self-evident  that  no  one  individual  could  pos- 
sibly be  equally  expert  in  all  these  areas  of  knowledge.  This 
can  only  be  achieved  by  interdisciplinary  groups  or  institu- 
tions which  include  among  their  ranks  representatives  from 
most  or  all  of  these  fields  of  knowledge  who  have  familiarized 
themselves  with  special  knowledge  about  marihuana.  The  i 
Addiction  Research  Foundation  is  an  example  of  such  a 


group. 


The  problem,  however,  in  the  relationship  between  the  ex-  ! 
perts  and  the  public  arises  from  the  assumption  that  any  one  j 
of  the  specialists  listed  above  is  not  only  objective,  competent,  1 
and  knowledgeable  in  his  own  field  but  in  many  or  all  of  the  j c 
others.  Thus  the  expert  cannabis  chemist  may  be  called  upon,  j 0 
or  take  it  upon  himself,  to  expound  his  views  on  the  biological  e; 
and  social  effects  of  marihuana,  the  pharmacologist  on  the  01 
psychiatric  complications  of  marihuana  use,  the  psychiatrist  on  31 
the  soundness  of  the  law,  or  the  policeman  on  the  behavioral  i; at; 
effects  of  the  drug.  The  public,  having  no  means  of  dis-  j 
tinguishing  between  these  various  areas  of  expertise,  may 
attach  equal  value  to  everything  the  individual  expert  says  and  ® 
the  latter,  under  internal  or  external  pressure  to  come  up  with  8f 
answers,  may  forget  the  limits  of  his  own  competence.  This  is  | to 
not  to  imply,  of  course,  that  there  are  no  individuals  who  ^ 
achieve  a great  deal  of  comprehensive  and  sound  knowledge ! to 
in  a variety  of  fields,  but  they  are  the  exception  rather  than ' ® 
the  rule.  In  addition  to  all  these  considerations  there  is  in  this ! 
field,  as  in  any  other,  the  factor  of  quality.  Familiarity  with  | 
the  field  does  not  necessarily  guarantee  competence  and  sound 
judgment,  and  thus  there  are  good,  bad,  and  indifferent  A 


Since  a great  deal  of  information  on  this  topic  reaches  th 
public  indirectly  through  the  communications  media,  rathe 
than  by  direct  contact  with  the  experts  through  their  writing 
and  lectures,  a double  process  of  selection  also  affects  thei 


experts. 
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relationship.  In  the  first  place,  as  a rule  the  specialist  does  not 
volunteer  his  information  to  the  media;  rather,  the  media 
select  individual  specialists  to  ask  for  information  or  opinions. 
This  process  of  selection  is  more  often  than  not  based  on 
availability  rather  than  on  qualifications.  Some  highly  com- 
petent and  specially  trained  journalists,  both  in  the  press  and 
other  media,  do  an  excellent  job  of  sifting  their  sources  of 
information.  However,  much  reporting  of  news  items  related 
to  the  drug  question  is  done  by  people  without  special  train- 
ing of  this  type.  Therefore,  even  assuming  that  they  were 
aware  of  all  the  considerations  discussed  above,  they  have  no 
special  knowledge  of  the  population  of  experts  in  any  par- 
ticular area  and  select  more  or  less  haphazardly  those  that  for 
one  reason  or  another  are  known  to  them.  Thus  the  question 
of  qualifications  is  left  largely  to  chance.  Finally,  the  selected 
expert  may  or  may  not  be  willing  to  co-operate,  depending 
3n  his  personality,  on  his  previous  experience  with  the  media, 
md  on  a variety  of  other  considerations.  This  introduces 
another  element  of  fortuitousness  into  the  process. 

The  second  element  of  selection  that  influences  markedly 
he  final  product  that  reaches  the  public  is  the  editorial  pro- 
:ess  performed  by  the  media.  When  the  statements  of  the 
expert  reach  the  public  indirectly,  they  have  been  modified 
30th  by  the  ability  of  the  reporter  to  understand  what  the 
expert  has  said,  and  by  his  own  biases  and  preconceptions. 
Further  selection  occurs  on  the  basis  of  editorial  judgments 
:oncerning  the  news  value  of  different  items.  An  important 
icientific  concept  may  not  be  considered  as  newsworthy  as 
in  unfounded  opinion  expressed  by  a well-known  personality, 
g The  end  result  of  all  this  is  that  the  public  is  confronted 
$ kith  an  array  of  information  which  may  be  correct  or  in- 
correct, objective,  subtly  distorted,  or  frankly  biased.  Having 
. t|  j>een  told  that  it  all  stems  from  authoritative  sources  or 
jfl  xperts,  the  public  can  only  conclude  that  the  latter  do  not 
tj,  eally  know  very  much  about  the  subject,  while  in  fact  some 
^ lo  and  some  do  not. 
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The  quality  of  the  marihuana  debate,  and  the  soundness  of  i 
the  decisions  eventually  taken,  will  depend  therefore  on  the  j 
degree  to  which  all  concerned  are  aware  of  their  respective  jj 
responsibilities  and  areas  of  expertise.  The  specialists  have  an  , 
obligation  to  distinguish  between  their  factual  knowledge  and 
their  value  judgments  and  to  co-operate  constructively  with  j 
the  media.  The  public,  on  the  other  hand,  has  the  responsi- 
bility  of  making  use  of  those  sources  of  direct  information  0 
which  are  already  available  (such  as  the  fact  sheets  provided  !in 
by  the  Addiction  Research  Foundation)  ar.d  of  developing  a fc 
critical  attitude  toward  the  information  it  receives  through  the  4 
communications  media.  But  the  highest  responsibility  of  all 
lies  with  the  latter.  This  is  so  because  they  are  the  inter-  < pr 
mediaries  between  the  experts  and  the  public,  because  they  ^ 
not  only  report  but  interpret  the  information  provided  by  the  j [j0 
experts,  because  they  alone  select  the  information,  and  finally  I sei 
and  most  importantly  because  they  exert  enormous  influence 
by  their  ability  to  reach  vast  audiences.  This  last  point  applies 
particularly  to  television.  Yet  this  medium  has  the  least  con- 
sistency of  policy  in  differentiating  between  entertainment  and 
public  responsibility. 

Two  important  contributions  that  the  media  could  make 
would  be  the  formulation  of  a clear  code  concerning  the 
balance  between  their  educational  role  and  their  news  or 
entertainment  function,  and  greater  reliance  on  highly  trained  j 
expert  journalists  specializing  in  scientific  matters  such  as 
those  who  write  for  some  of  the  major  newspapers. 


Dr.  Kalant.  qui  fait  des  recherches  a 1’ Addiction  Research  Foundation 
a Toronto,  examine  la  question  de  savoir  qui  merite  d’etre  qualifie 
en  tant  qu’expert  sur  la  marijuana  et  quels  sont  les  facteurs  qui 
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jcontribuent  a la  confusion  du  public  quand  ce  dernier  cherche  a 
determiner  les  vrais  experts  sur  la  marijuana.  Les  experts  ont  peut- 
etre  des  difficultes  a separer  leurs  connaissances  objectives  d’avec 
lieurs  sentiments  et  leurs  attitudes  subjectives;  des  specialistes 
(medecins,  avocats,  et  sociologues,  par  exemple)  peuvent  etre  appeles 
a donner  leur  avis  sur  certains  aspects  de  la  toxicomanie  qui  sont 
iitotalement  en  dehors  au  domaine  de  leurs  connaissances.  De  plus, 
jla  familiarite  avec  un  certain  domaine  n’est  pas  une  garantie  de 
competence  — il  y a des  bons  experts,  de  mauvais  experts  et  des 
experts  quelconques.  Des  problemes  surgissent  aussi  parce  que  les 
'informations  n’atteignent  pas  le  public  directement;  les  media  d’in- 
formation  peuvent  ne  pas  choisir  les  meilleurs  experts  dans  ce 
domaine,  ou  encore  modifier  le  sens  des  declarations  des  experts. 

Dr.  Kalant  recommande  aux  specialistes  de  definir  de  fa?on  plus 
precise  leur  champ  de  competence,  et  suggere  au  public  d’adopter  une 
^ttitude  plus  selective  et  plus  critique  envers  les  declarations  et  les 
jugements  des  specialistes.  Enfin,  elle  conseille  aux  media  d’informa- 
:ion  de  s’acquitter  de  fa?on  plus  efficace  de  leurs  responsabilites  en 
'servant  d’intermediaires  entre  les  specialistes  et  le  public. 

^ 


Illusionogenic  Crisis  and 
Effective  Intervention 

By  Wally  Seccombe 

When  a young  person  arrives  at  a drop-in  centre,  a hospital, 
or  the  medical  tent  at  a rock  festival  suffering  ill  effects  from 
taking  an  illusionogenic* 1  drug,  he  presents  a problem  in  treat- 
ment that  ideally  would  engage  the  skills  of  three  different 
professionals.  A youth  worker  would  make  initial  contact 
with  the  tripper,  develop  rapport,  alleviate  anxiety,  and 
attempt  to  ascertain,  from  his  knowledge  of  the  street  culture, 
what  drug  the  youth  had  taken.  A medical  doctor  would 
perform  an  examination  to  assess  the  general  physical  health 
of  the  youth  and  to  determine  if  the  drug  taken,  given  the 
dose  and  quality,  would  be  dangerous  physiologically.  A psy- 
chiatrist would  assess  the  tripper’s  general  mental  state,  noting  : 
behavior  and  thought  patterns  that  would  indicate  severe 
disturbances.  He  might  elect  to  intervene  verbally  or  ad- 
minister a therapeutic  drug. 

Unfortunately,  few  individuals  can  integrate  all  three  roles 
or  perform  them  simultaneously.  The  psychiatrist  has  a 
medical  training,  but  few  physicians  or  psychiatrists  have  the 
youth  worker’s  knowledge  of  the  street  culture  or  the  visual 
and  verbal  style  so  crucial  in  evoking  trust  in  a confused,: 
anxious  youth.  As  a result,  neither  the  medical  doctor  nor  the 


Wally  Seccombe  is  a youth  worker  for  12  Madison,  an  agency  jointly 
sponsored  by  the  Addiction  Research  Foundation  and  the  YMCA 

1 The  term  illusionogenic  is  used  in  preference  to  hallucinogenic  be 
cause  hallucinations  are  not  characteristic  of  most  trips  on  drug 
such  as  LSD,  STP  (DOM),  DMT,  mescaline,  psilocybin,  MDiA 
and  related  compounds. 
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j psychiatrist  finds  it  easy  to  gain  enough  acceptance  to  perform 
his  role  satisfactorily.  Consequently,  intervention  falls  to  the 
youth  worker,  who  must  have  sufficient  medical  and  psychi- 
atric first-aid  skills  to  perform  primary  intervention  and  to 
know  when  to  call  on  the  doctor  or  the  psychiatrist  to  support 
his  intervention  or  to  assume  full  responsibility  for  continua- 
tion of  treatment.  This  paper  will  describe  some  symptoms 
which  commonly  appear  during  bad  trips  and  will  outline 
some  of  the  youth  worker’s  most  effective  methods  of  inter- 
vention.2 

It  is  impossible  accurately  to  estimate  the  proportion  of 
lillusionogenic  trips  that  would  be  described  by  subjects  as 
“bad.”  Most  trippers  report  occasional  bad  moments  on  many 
of  their  trips  but  describe  relatively  few  trips  as  totally  bad 
experiences.  However,  the  jargon  of  the  drug  culture  usefully 
[distinguishes  two  types  of  bad  trips — the  “bummer”  and  the 
“freakout.”  A “bummer”  is  a state  of  anxiety  and  discomfort 
of  a mild  to  moderate  nature,  while  a “freakout”  is  a more 
severe  state  of  anxiety  and  mental  disruption.  Bummers  are 
Imuch  more  common  than  full  freakouts.  Freakouts,  in  fact, 
comprise  a very  small  proportion  of  all  trips. 

The  experienced  worker  can  usually  assess  the  gravity  of  a 
| bad  trip  in  a matter  of  minutes.  I look  for  two  key  symptoms: 
dislocation  and  anxiety  or  fear.  I make  a rough  estimate  of 
the  severity  of  these  factors  by  placing  them  on  a continuum 
from  normal  through  moderate  to  severe. 

The  Dislocation  Continuum 

A person  in  a drug-free  state  makes  a continuous  and  fairly 
successful  attempt  to  “locate”  himself  physically,  psycho- 
, logically,  and  socially.  Physically,  he  is  able  to  perceive  and  to 
judge  distance,  shape,  color,  angle,  proportion,  and  move- 

2 Discussion  of  drug  overdose,  toxic  impurities,  and  appropriate 
medical  intervention  in  such  cases  has  been  omitted. 
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ment.  Psychologically,  he  integrates  thought  and  feeling  and 
is  able  to  control  most  aspects  of  his  behavior  to  the  extent 
that  he  copes  reasonably  well  in  daily  life.  Socially,  he  is  able 
to  perceive  and  roughly  to  judge  the  behavior  of  others,  par- 
ticularly as  it  relates  to  himself.  He  is  able,  therefore,  to 
stabilize  his  relationships  with  others  sufficiently  well  to  cope 
with  the  events  of  a normal  day. 

Under  the  influence  of  an  illusionogenic  drug,  a subject’s 
ability  to  “locate”  himself  may  be  interrupted,  impaired,  or 
distorted.  The  degree  of  his  impairment  places  a tripper 
somewhere  on  a dislocation  continuum  ranging  from  mild  to 
severe.  His  dislocation  will  generally  occur  in  all  three  realms: 
physical,  psychological,  and  social. 

A person  who  is  mildly  dislocated  may  stagger  as  he  navi- 
gates precariously  across  a room,  constantly  reassessing 
shapes  and  distances.  He  may  appear  confused;  his  thoughts 
may  be  wandering  and  random;  he  may  be  doubtful  of  his 
own  feelings  about  himself,  and  socially  ambivalent  in  that  he 
is  dubious  about  the  reality  or  sincerity  of  another  person’s 
professed  intentions  and  feelings.  The  drug  culture  terms  this 
state  a bummer. 

A severely  dislocated  person  experiences  complete  frag- 
mentation and  disruption  in  all  three  realms.  Physically,  his 
perceptions  are  in  complete  chaos;  for  example,  he  may  see 
walls  and  floors  moving,  melting,  or  breaking  up.  Psycho- 
logically, his  thoughts  are  bizarre  and  disjointed;  he  often 
talks  in  stacatto  associative  bursts,  indicating  that  he  has  lost 
the  ability  to  distinguish  between  internal  experiences  and 
external  reality.  In  the  social  realm,  he  may  be  very  paranoid. 
On  the  other  hand,  he  may  be  so  confused  or  withdrawn  as 
to  be  unable  to  relate  at  all  to  another  person.  This  is  the  full 
freakout. 

I have  described  two  positions  on  the  dislocation  con- 
tinuum, but  it  should  be  stressed  that  the  tripper  may  take  any 
position  on  the  continuum  and  that  he  may  move  either  way 
in  a relatively  short  period  of  time. 
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Anxiety  and  Fear  Continuum 

The  literature  on  human  behavior  distinguishes  between 
anxiety  and  fear  by  referring  to  anxiety  as  a generalized  state 
while  regarding  fear  as  an  emotion  focussed  on  a specific 
source.  Both  fear  and  anxiety  are  characteristic  of  illusiono- 
jgenic  crises;  the  tripper’s  emotional  state  may  or  may  not  be 
directed  to  a specific  object.  Hereafter  both  states  will  be 
included  in  the  term  anxiety.  Anxiety  is  familiar  to  most 
people  and  needs  no  lengthy  explanation.  However,  the  ex- 
treme position  on  this  continuum,  that  of  sheer  terror,  is  a 
rare  experience. 

People  in  a drug-free  state  generally  have  fairly  useful  ways 
of  alleviating  their  anxiety.  They  may  avoid  or  withdraw  from 
undue  risk  or  danger.  They  may  redirect  their  attention  to 
hew  situations  or  thoughts  that  are  more  pleasant;  they  may 
try  to  suppress  nervousness,  to  remain  calm,  and  to  think 
through  immediate  problems  that  cannot  be  avoided.  They 
may  call  on  friends  or  authorities  for  support. 

Under  the  influence  of  illusionogenic  drugs,  some  or  all  of 
these  responses  may  not  be  appropriate  or  even  possible. 
'Thoughts  that  produce  anxiety  may  continually  recur  and 
attention  may  be  difficult  to  redirect.  Logical  thought  may  be 
mpossible;  will  power  may  vanish,  friends  and  authorities 
nay  be  useless,  inaccessible,  or  regarded  as  dangerous.  Under 
hese  conditions,  it  is  likely  that  anxiety  will  rise  very  rapidly. 

The  Interrelation  of  Dislocation  and  Anxiety  or  Fear 

* 

As  dislocation  increases,  the  level  of  anxiety  or  fear  rises. 
[u|  The  cause  and  effect  relationship  of  these  two  factors  seems 
;o  be  reciprocal.  In  some  cases,  it  appears  that  dislocation 
0„  esulting  from  the  effects  of  the  drug  induces  anxiety  arising 
go  rom  a loss  of  the  familiar.  This  anxiety  may  be  accompanied 
pg  py  a fear  of  permanent  loss  of  sanity.  In  other  instances, 
inxiety  that  is  picked  up  from  friends  or  that  results  from  a 
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sudden  or  recurring  thought  may  appear  before  dislocation  } 
becomes  significant.  This  “drops  the  floor  out  from  under  the  a 
tripper’s  feet,”  and  in  his  futile  effort  to  grapple  with  anxiety  I 
he  accentuates  his  own  dislocation.  In  most  bad  trips,  the  a 
degree  of  severity  of  the  two  factors  appears  to  be  linked;  w 
however,  occasional  cases  of  severe  dislocation  have  been 
encountered  in  the  apparent  absence  of  severe  anxiety  or  fear.  ; < 


Effective  Intervention 

I have  isolated  anxiety  and  dislocation  as  being  important 
factors  in  bad  trips.  Having  assessed  these  two  factors,  the 
worker  intervenes  to  help  the  tripper  reduce  his  anxiety  and 
to  provide  location  at  the  tripper’s  request.  If  he  can 
accomplish  these  two  tasks,  he  has  made  an  effective  inter- 
vention. An  acute  crisis  will  be  alleviated  or  averted,  and  the 
remainder  of  the  trip  may  even  become  a relatively  pleasant 
experience. 
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Reduction  of  Anxiety  or  Fear 


Ideally,  the  worker  makes  contact  with  the  tripper  in  a 
comfortable,  uncluttered,  and  stable  environment  with  soft 
lighting  and  informal  furniture.  The  room  should  be  fairly 
quiet  and  have  little  pedestrian  traffic.  The  worker,  attentive 
but  not  alarmed,  is  a calm  and  reassuring  presence.  He 
encourages  the  tripper  to  be  patient  and  comments  that  the 
drug’s  effect,  which  may  now  be  pronounced,  will  diminish 
with  time  and  that  he  will  return  to  normal  in  a few  hours. 
These  simple  reassurances  are  helpful  in  relieving  anxiety. 

Most  drug  users  identify  with  a particular  cultural  form 
involving  rock  music,  a shared  stance  on  social  and  political 
issues,  and  an  interest  in  particular  life  styles  and  communi- 
ties. The  tripper  often  recognizes  an  ally  in  the  worker  if 
their  casual  conversation  implicitly  acknowledges  this  com- 
mon cultural  form.  Such  recognition  allows  the  rapid  develop- 
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pient  of  rapport  and  trust  and,  consequently,  the  reduction  of 
anxiety. 

Particularly  when  he  is  with  a tripper  in  a mild  to  moderate 
anxiety  state,  it  is  useful  for  the  worker  to  act  as  a listener 
while  the  tripper  talks  on  and  on.  Occasional  empathetic  nods 
and  gestures  provide  assurance  and  relief  and  the  tripper,  in 
effect,  talks  himself  down.  The  worker  makes  no  direct  entry 
into  the  trip  at  all. 

If  the  tripper  is  at  ease  with  casual  physical  contact  and 
does  not  misconstrue  it  as  a sexual  advance,  the  worker  may 
slowly  massage  the  back,  shoulders,  neck,  and  temples  of  the 
tripper,  easing  his  tension,  imparting  affection  and  support, 
ind  focussing  the  tripper’s  attention  on  the  physical  realm 
When  the  mental  realm  is  causing  discomfort. 

When  a tripper  is  in  a state  of  severe  dislocation  and  with- 
drawal and  verbal  intervention  is  useless,  touch  becomes  in- 
reasingly  important.  Eye  contact  is  also  very  important 
because  trippers,  often  uncertain  of  another  person’s  sincerity, 
nay  watch  every  eye  movement  and  facial  expression  for 
eassurance. 


Providing  Location  in  the  Physical  Realm 

People  in  a drug-free  state  continually  strive  to  locate 
’:hemselves  precisely  in  the  physical,  psychological,  and  social 
realms.  They  learn  to  cope  with  disorientation  by  making 
Renewed  efforts  to  focus  concentration.  Since  such  attempts 
ire  often  futile  for  a person  under  the  influence  of  illusiono- 
genic  drugs,  a supreme  effort  to  relocate — “to  put  one’s  feet 
pn  the  ground” — merely  raises  anxiety  and  contributes  to  a 
preoccupation  with  loss  of  sanity.  The  worker’s  role  is,  there- 
ic  ore,  to  assure  the  tripper  that  dislocation  is  a standard 
un  llusional  state,  as  normal  on  a trip  as  orientation  is  in  a drug- 
r ree  state. 

oo  The  worker  assures  the  tripper  that  return  to  a normal  state 
Jo  ;akes  time  but  is  practically  inevitable.  He  also  encourages  the 
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tripper  not  to  make  a concerted  attempt  to  force  concentration 
and  control.  The  worker  may  find  it  necessary  to  repeat  this 
advice — “relax,  let  it  flow,  don’t  try  to  put  it  all  together  now, 
just  let  it  go.”  The  worker  clarifies  external  reality  for  the  ^ 
tripper  with  reminders  of  time  and  space  and  simple,  straight- 
forward comments  on  appearance  and  behavior.  Because  the  |f 
tripper’s  memory  is  often  impaired,  it  may  be  necessary  to  „ 
repeat  these,  in  updated  form,  from  time  to  time  on  request,  j, 
In  this  way  the  tripper  is  free  to  “let  it  flow,”  to  accept  the  5 
temporary  lack  of  congruence  between  internal  and  external  p 
realities,  and  to  use  the  worker  to  provide  location  in  the  0| 
physical  realm.  Touching  can  provide  location  as  well  as  u, 
relieve  anxiety  and  is  particularly  important  in  a severe  crisis  j m 
when  the  tripper  is  beyond  the  reach  of  verbal  intervention.  v 


Providing  Location  in  Other  Realms 


Objective  location  is  difficult  for  the  worker  to  provide  in 
the  psychological  and  social  realms.  However,  the  tripper  can 
often  be  gently  dissuaded  from  trying  to  discover  the  meaning 
of  everything  immediately.  He  can  generally  be  persuaded  to 
accept  a lack  of  clarity  and  to  surrender  the  need  for  black 
and-white  understanding.  The  worker  comments  that  after  the 
trip  some  stable  perspectives  will  be  possible.  Much  of  our 
daily  thought  structure  is  static,  linear,  and  logical;  such 
thought  is  very  difficult  under  the  influence  of  an  illusiono- 
genic  drug.  Fear  of  dislocation  can  be  relieved  if  the  worker 
suggests  to  the  tripper  that  he  should  accept  more  dynamic 
associative  thought  patterns  as  temporary  alternatives. 

When  rapport  has  been  developed,  the  worker’s  responsive 
attention  provides  a degree  of  location  in  the  social  realm 
that  might  be  jeopardized  if  his  role  were  transferred  to  a new 
person.  For  this  reason,  it  is  generally  wise  for  one  worker 
to  remain  with  the  tripper  through  the  acute  stages  of  the 
crisis.  In  the  later  stages,  when  the  tripper  is  “coming  down 
satisfactorily  and  the  worker  is  tired,  it  is  usually  not  too 
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difficult  to  transfer  the  worker’s  role  gradually  to  a new 
person. 

Dealing  with  the  Content  of  the  Trip 

The  content  of  an  illusional  experience  reflects  the  tripper’s 
level  of  maturity,  awareness,  and  basic  concerns,  as  well  as  a 
multitude  of  other  factors.  In  dealing  with  the  content  of  a 
trip,  I find  it  useful  to  distinguish  types  or  levels  of  content. 
Superficial  situational  content  (e.g.,  “Will  you  tell  my 
parents?”  or  “What  happened  to  my  friend  who  dropped  the 
other  tab?”)  can  be  dealt  with  in  a straightforward  manner, 
usually  to  the  relief  of  the  tripper.  Psychological  or  existential 
material  may  also  arise  (e.g.,  “Why!  Why!  It’s  all  so  unreal.”) 
and  must  be  handled  differently. 

It  is  possible  to  provide  affirmation  and  location  for  the 
tripper  without  probing  the  deeper  psychological  or  existential 
evels  of  the  experience.  The  worker  himself  must  be  able 
Nearly  to  distinguish  between  superficial  and  depth  material 
in  order  to  intervene  effectively  in  the  illusionogenic  crisis. 

People  who  allow  their  own  needs  to  obscure  this  distinc- 
ion  by  assuming  the  psychoanalyst  or  guru  role  should  not  be 
Derforming  crisis  intervention.  Even  mature  workers  with 
i experience  in  handling  bad  trips  may  occasionally  find  them- 
icl  selves  “getting  in  over  their  heads,”  usually  to  the  detriment 
no  }f  the  tripper, 
la 

® Chemical  Intervention 

, j I will  distinguish  two  types  of  chemical  intervention  and 
^ liscuss  them  separately.  The  first  involves  the  use  of  small 
a loses  of  a tranquillizer  (5  to  10  mgs  of  diazepam  [Valium]) 
^ pven  orally  to  accomplish  a degree  of  muscle  relaxation  and 
!r  , linxiety  reduction.  This  does  not  abort  the  trip  but  may  assist 
he  tripper  in  his  efforts  to  cope  with  his  anxiety.  In  many 
)VJ  |ases,  there  appears  to  be  more  reduction  of  anxiety  than  can 
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be  attributed  to  the  tranquillizer  alone.  In  such  cases 
likely  that  a placebo  effect  is  operating. 

Although  it  is  helpful,  the  use  of  tranquillizers  has  draw- 
backs. In  an  age  of  drug  dependence,  people  resort  too  readily 
to  taking  drugs  as  a means  of  coping  with  their  difficulties. 
One  goes  up  with  one  pill  and,  if  it  is  a bit  uncool,  one  comes 
down  with  another.  This  attitude  is  very  prevalent  among 
members  of  the  drug  culture,  and  the  worker  should  not 
encourage  that  dependence.  A second  drawback  of  adminis- 
tering tranquillizers  is  that  too  large  an  oral  dose  may  affect 
motor  activity  to  the  extent  that  the  tripper  experiences  diffi- 
culty with  physical  co-ordination.  He  may  attribute  this 
incorrectly  to  the  illusionogen.  This  raises  the  anxiety  level 
and  consequently  gets  in  the  way  of  the  worker’s  efforts. 

Workers  often  encounter  difficulty  in  their  initial  contacts 
with  trippers  because  many  have  come  to  expect  (and  even 
demand)  “downers”  for  all  mildly  unpleasant  effects  experi- 
enced when  tripping.  Their  unrealistic  expectation  sets  them 
up  for  a disappointment  when  a request  for  tranquillizers  is 
refused.  Youth  workers  should  try  to  develop  a consistent 
position  on  tranquillizers  that  can  be  explained  to  young 
people.  The  tripper  is  less  likely  to  feel  personally  rejected  if 
a refusal  to  give  him  tranquillizers  is  accompanied  by  such 
an  explanation. 

Another  more  serious  type  of  chemical  intervention  is  dis- 
tinct from  the  first  in  two  ways.  First,  it  is  intended  to  abort 
the  trip  entirely.  Secondly,  it  is  often  administered  without  the 
tripper’s  permission  and  may  occasionally  necessitate  his  con- 
tainment by  force.  This  type  of  intervention  involves  the  in- 
jection of  larger  doses  of  tranquillizers  intramuscularly  on  the 
order  of  a physician.3  When  does  the  worker  decide  to  take 
the  tripper  to  a hospital  or  to  seek  a doctor  to  request  that 
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3 When  gross  body  movement  is  difficult  to  subdue,  the  first  dose  is 
often  given  intramuscularly  (20  mgs  diazepam  [Valium])  an 
repeated  after  ten  or  twenty  minutes  if  necessary. 
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s abort  the  trip  chemically?  The  following  are  some  guidelines 
>r  making  this  decision.* * * 4 

1 (1)  If  the  tripper  has  ingested  large  quantities  of  alcohol  in 
Idition  to  the  illusionogenic  drug,  use  of  tranquillizers  may 
5 dangerous.  In  such  cases,  the  youth  worker  would  not 
^commend  chemical  abortion  of  the  trip.  Injection  of  tran- 
lillizers  may  inhibit  muscle  activity  to  the  extent  that  the 
ibject’s  attempts  to  vomit  are  unsuccessful  and  his  stomach 
rntents  may  pass  into  his  lungs  or  lodge  in  his  throat,  block- 
g respiration. 

(2)  If  he  has  been  able  to  estimate  approximately  when  the 
*ug  was  taken,  the  worker  can  then  make  a rough  calcula- 
)n  of  the  time  period  of  maximum  dislocation.5  If  the  tripper 
exhibiting  severe  dislocation  past  the  time  when  the  drug 
feet  is  at  a maximum,  the  worker  may  come  to  the  conclu- 
;pn  that  it  would  be  best  to  abort  the  trip. 

I!  (3)  In  some  cases  of  extreme  anxiety  and  dislocation,  the 
3rker  may  exhaust  all  of  his  possible  responses  without 
[hking  contact  with  the  tripper.  If  the  tripper  becomes  fixated 
l one  behavior  pattern  and  the  worker  is  unable  to  make 
ntact  with  him  in  order  to  interrupt  this  pattern,  it  may  lead 
i long-term  thought  disturbance.  In  such  cases,  the  worker 
mid  also  be  in  favor  of  aborting  the  trip. 

j.  ognosis  for  Effective  Intervention  and 
►st-crisis  Reflection 

)0I 

In  the  case  of  the  mild  to  moderate  crisis,  the  worker  has 
;oj  good  chance  of  successfully  helping  the  tripper  to  lower  his 

These  are  the  worker’s  guidelines  for  requesting  the  doctor’s  inter- 

pntion  and  do  not  imply  that  the  worker  makes  the  final  decision 

*a  > abort  the  trip. 

to  eak  drug  effect  with  most  illusionogens  occurs  from  one  to  five 
purs  after  ingestion.  Exceptions  are  DMT  which  acts  more  quickly 

S |id  STP  (DOM)  which  has  a more  prolonged  action  than  the 
® hers.  However,  these  substances  are  rarely  found  in  street  drugs 
1 the  present  time. 
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anxiety  and  accept  a degree  of  dislocation.  The  experience  'i 
can  often  be  altered  into  a mildly  pleasant  one.  The  probability 
of  being  successful  in  making  this  type  of  intervention  is  gen-  T 
erally  evident  in  the  first  half  hour.  At  worst,  the  trip  is  I 
endured  to  its  eventual  conclusion  while  the  worker  provides  J 
some  support.  Most  aspects  of  the  trip  are  remembered  with- j 
out  difficulty  by  the  subject. 

A bonus  occurs  when  after  the  crisis  the  tripper  honestly 
reflects  on  his  lack  of  caution  in  taking  the  drug,  particularly  er 
his  failure  to  recognize  instability  in  his  own  mental  state  or  Ja 
in  the  environment.  For  example,  young  people  who  take  i m 
strong  illusionogenic  drugs  at  rock  festivals  where  there  are  ( 
many  uniformed  and  undercover  police  may  be  displaying  ail  | 
need  to  take  risks  that  is  out  of  proportion  to  the  potential 
pleasure  to  be  derived.  Reflection  on  the  nature  of  this  drive  ( 
for  risk-taking,  testing,  confrontation,  and  even  failure  may  be  j ffi 
helpful.  The  accountability  of  the  counter  culture  to  itself  is:  \ 
relevant  here;  the  worker  who  identifies  with  that  culture  may  e| 
be  in  a position  to  bring  to  the  tripper’s  attention  some  perti-j  ion 
nent  questions  which  would  usually  be  rejected  if  theyLj 
originated  from  a “straight”  adult.  ;-j  osj 


In  instances  of  severe  dislocation  and  trauma,  the  prognosis 
is  better  than  one  would  anticipate.  In  the  majority  of  seven 
episodes,  there  is  little  or  no  recollection  of  the  trip  imme 
diately  afterward.  After  a period  of  sleep  the  tripper  ma; 
wake  up  wondering  aloud  what  has  happened  to  him.  Wit!  1 
loss  of  memory  the  traumatic  experience  is  blocked  out  an(! 
fixated  thought  patterns  are  not  repeated  again. 
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In  the  following  days  and  weeks  the  tripper  may  come  tij  ^ 
terms  with  the  episode,  providing  that  he  can  accept  the  fal 
that  he  was  capable  of  such  an  experience.  Again,  as  wit 
milder  crises,  I would  hope  that  the  tripper  would  undertak 
a rational  reassessment  of  his  own  behavior  and  take  a morfc 
thoughtful  attitude  to  drug  use. 
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redactors  of  a Bad  Trip 

l|  There  are,  undoubtedly,  a multitude  of  factors  that  are 
kely  to  cause  a bad  trip.  The  following  seem  to  be  among 
te  most  important. 

(1)  Fatigue.  Ulusionogenic  trips  are  tiring  events  and  the 
rug’s  action  often  outlasts  the  tripper’s  supply  of  natural 
lergy. 

i (2)  Inexperience.  People  who  have  not  experienced  the 
msory  effects  of  illusionogenic  drugs  are  more  likely  to  be 
armed  by  these  effects  than  users  who  have  tripped  many 
mes. 

i (3)  Unreasonable  expectations.  If  the  user  has  unreason- 
tie  expectations,  particularly  if  he  expects  the  experience  to 
3 “larger  than  life,”  he  runs  the  risk  of  having  a bad  trip. 

(4)  Emotional  disturbance  at  the  time  of  ingestion.  Illu- 
bnogenic  drugs  often  exaggerate  an  existing  emotional  state, 
therefore,  any  tendency  toward  emotional  instability  would 
? likely  to  be  amplified.  Emotional  states  prone  to  amplifica- 
>n  would  include  depressive,  suicidal,  excited,  obsessive, 
hxious,  and  confused  states.  If  the  tripper  has  experienced  a 
isis  in  the  past  which  still  carries  considerable  emotional 
ipact  and/ or  unresolved  conflict,  he  runs  the  risk  of  remem- 
ering  this  experience  vividly — of  “rerunning  a bad  movie.” 

(5)  Self  deceit.  Not  all  illusionogenic  trips  result  in  probing 
If-analysis.  However,  this  may  occur  when  the  tripper  does 
)t  wish  it.  If  a tripper  is  unprepared  to  undergo  intensive 
itrospection,  he  is  susceptible  to  a bad  trip. 

(6)  Unstable  immediate  environment.  Unstable  environ- 
ents  include  public  places  with  high  pedestrian  traffic  of 
dangers;  unfamiliar  environments  where  people  who  are  un- 
to wn  to  the  tripper  may  enter;  locations  that  might  be  under 
)lice  surveillance,  such  as  houses  of  known  drug  users;  loca- 
ls where  there  is  a known  risk  that  parents  may  intrude; 
id  places  where  a close  and  mature  friend  is  not  available 
I assist  the  tripper. 
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Many  young  people  fail  to  consider  their  emotional  state 
or  their  immediate  environment  before  they  take  illusiono- 
genic  drugs.  Ultimately,  as  I have  said,  I would  probably  wish 
to  comment  on  the  lack  of  responsibility  that  is  involved  when 
a user  takes  illusionogenic  drugs  under  poor  conditions.  How- 
ever, such  a discussion  serves  no  useful  purpose  while  the 
young  person  is  tripping. 


Monsieur  Seccombe,  travailleur  specialise  aupres  des  jeunes  dans  le 


cadre  d l’oeuvre  Youth  and  Drug  a Toronto,  explique  les  methodesi; 
employees  par  ses  collaborateurs  pour  aider  les  jeunes  qui  souffrent 
des  effets  adverses  resultant  de  l’emploi  d’une  drogue  hallucinogene 
II  evalue  la  gravite  d’une  crise  due  a la  drogue  en  estimant  l’angoiss^ 
et  l’alienation  de  la  personnalite  chez  le  jeune  homme  ou  la  jeune  fill 
en  question.  II  intervient  alors  de  fa?on  efficace  en  rassurant  la  jeurs 
victime  de  la  drogue,  en  reduisant  son  angoisse  et  en  lui  donnant  unj 
certain  sense  de  sa  place  dans  le  cadre  physique  et  social,  tout  en  1 T 
persuadant  de  se  detendre  et  d’accepter  l’alienation  temporaire  comm$ 
etant  un  element  normal  de  l’etat  hallucinogene.  Dans  certaines  cir 
Constances,  le  travailleur  decide  de  sollicker  les  services  d’un  medecil 
ou  d’un  psychiatre,  et  il  discute  alors  certaines  regies  fondamentale 
en  ce  qui  concerne  cette  decision.  L’auteur  discute  egalement  le 
chances  de  succes  d’une  intervention  et  decrit  les  facteurs  qui  risquenl 
de  contribuer  a un  mauvais  voyage  lorsqu’un  jeune  prend  une  droguq 
hallucinogene. 
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Alcohol  Use  and  Alcoholism 


By  Jan  de  Lint  and  Wolfgang  Schmidt 


i various  places  and  at  various  times,  programs  aimed  at  the 
luction  or  prevention  of  alcoholism  have  included  total  and 
prtial  prohibition  of  the  sale  of  alcoholic  beverages,  control 
c number  and  type  of  liquor  outlets,  taxation  of  beverage 
Ijohol,  dissemination  of  information  on  alcohol  and  alcohol- 
la,  encouragement  of  the  use  of  low  content  alcoholic 
lverages,  and  penalties  for  drunkenness.  These  programs  fall 
j iighly  into  two  groups. 


In  one  group  are  programs  that  attempt  to  reduce  the  use 
i all  alcoholic  beverages  whether  in  the  form  of  beer,  wine, 
s distilled  spirits.  Proponents  of  this  approach  argue  that 


De  Lint  is  a Research  Scientist  at  the  Addiction  Research  Foun- 
ion  and  Dr.  Schmidt  is  Associate  Research  Director  there.  This 
icle  is  based  on  a paper  which  was  presented  at  the  Sixteenth  Inter- 
ional  Institute  on  Prevention  and  Treatment  of  Alcoholism  in 
sanne  in  June,  1970,  and  which  is  shortly  to  appear  in  the  British 
irnal  of  Addiction.  We  wish  to  thank  the  Editor  of  the  British 
irnal  of  Addiction  for  permission  to  print  this  adaptation  of  the 
r in  Addictions. 
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since  rates  of  alcoholism  rise  and  fall  with  the  overall  level  of  % 
alcohol  use  in  a population,  a reduction  in  the  per  capita  m 
consumption  of  alcohol  must  lead  to  lower  rates  of  alcohol- 
ism. In  the  second  group  are  programs  that  attempt  to  encour- 
age “desirable”  drinking  practices,  ignoring  the  effects  of  such 
changes  on  the  overall  level  of  alcohol  consumption. 

We  would  argue  that  while  the  latter  group  of  programs 


| ia; 

may  lead  to  a reduction  in  the  proportion  of  drinking  occa-ii 


sions  that  lead  to  drunkenness,  they  may  also  lead  to  higl L 
overall  levels  of  consumption  and  therefore  to  higher  rates  oi 
alcoholism.  Furthermore,  we  believe  we  can  demonstrate  tha; 
preventive  approaches  that  favor  reduction  of  overall  con 
sumption  would  be  more  effective  in  controlling  prevalence  o 
alcoholism. 


Alcoholism  Prevalence  and  Consumption  Averages 

The  research  that  leads  us  to  this  conclusion  falls  withiiij, 
the  area  of  the  epidemiology  of  alcoholism,  a field  of  study  i; 
which  the  aim  is  to  discover  the  causes  of  variation  in  preva 
lence  of  alcoholism  both  through  time  and  from  one  regio 
to  another  at  the  same  point  in  time. 

Prevalence  of  alcoholism  can  be  measured  directly  or  in  1 
directly.  However,  it  is  difficult  and  cumbersome  to  mak 
direct  estimates  by  head  counts,  and  indirect  methods  are  moi 
commonly  used.  Indirect  methods  rest  on  the  assumption  th; 
the  behavior  of  a population  of  alcoholics  will  be  reflected  i 
certain  statistics  that  are  regularly  reported  by  government 
These  include  hospital  admissions,  convictions  for  drunkei! 
ness,  beverage  alcohol  sales  data,  and  statistics  on  causes 
death  that  are  attributable  wholly  or  in  part  to  consumptic1 
of  alcohol. 

Among  the  indirect  methods  of  prevalence  estimation,  tl 
most  widely  used  is  the  Jellinek  Estimation  Formula,  whi< 
uses  statistics  on  death  from  cirrhosis  of  the  liver.  Large 
through  application  of  this  method,  it  has  been  establish^ 
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it  there  is  a close  relationship  between  per  capita  con- 
niption of  alcohol  and  alcoholism  prevalence. 

Further  evidence  for  the  close  relationship  between  per 
pita  consumption  and  alcoholism  prevalence  comes  from 
dies  of  the  distribution  of  alcohol  consumption.  Individual 
jnsumption  in  a given  population  ranges  from  very  small 
antities  to  near  lethal  amounts  of  alcohol.  It  has  been 
monstrated  for  a variety  of  populations  that  the  distribution 
these  levels  of  consumption  closely  approximates  a smooth, 
bwed  curve  of  the  type  known  to  mathematicians  as  the 
;arithmic  normal  curve.  For  example,  in  a population  with 


average  consumption  of  30  litres  of  absolute  alcohol  per 
^r,1  the  distribution  of  consumption  is  as  shown  in  Figure  1. 


pint  of  Canadian  beer  (5%  alcohol  by  volume),  or  a \l/2 -ounce 
ot  of  Canadian  distilled  spirits  (40%  alcohol  by  volume),  contains 
|out  1.7  centilitres  of  absolute  alcohol. 
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The  consumption  of  alcohol  by  alcoholics  is  represented  in 
the  tail  of  the  curve — in  the  upper  ranges  of  consumption. 
However,  the  transition  from  moderate  to  excessive  quantities 
is  very  gradual;  therefore  definitions  of  the  consumption  levels 
of  alcoholics  must  be  arbitrary.  For  example,  should  con- 
sumption be  defined  as  alcoholic  when  in  excess  of  15  centi- 
litres or  when  in  excess  of  20  centilitres  of  absolute  alcohol 
daily?2  No  matter  what  cut-off  point  is  used  to  define  alcohol- 
ism, its  prevalence  is  invariably  determined  by  the  overall 
level  of  consumption  in  the  population. 

In  Table  1,  the  rates  of  drinkers  who  consume  more  than! 
a daily  average  of  15  centilitres  of  absolute  alcohol  are  showr1 
for  a number  of  countries. 

Accessibility 

It  is  apparent  that  these  countries  vary  greatly  in  alcohol 
ism  prevalence.  These  differences  have  been  explained  in  i 
number  of  ways.  For  example,  in  countries  which  have  high 
rates  of  alcoholism  prevalence — high  overall  levels  of  alcoho 
consumption — such  as  France,  Italy,  and  Portugal,  alcoholiii 
beverages  are  readily  available  and  quite  inexpensive.  Indeed! 
it  would  be  difficult  to  imagine  alcoholic  beverages  as  an  incij 
dental  part  of  everyday  living  if  they  were  expensive  and  har 
to  get.  Conversely,  low  accessibility  usually  results  in  a lov 
level  of  consumption.  For  example,  during  Prohibition  in  th 
United  States  both  overall  level  of  alcohol  use  (that  is,  use  c 
beverages  that  were  illicitly  procured  and  distributed)  an 
rates  of  liver  cirrhosis  mortality  were  greatly  reduced. 

The  effect  of  less  drastic  government  measures  regulatin 
conditions  such  as  the  number  and  type  of  liquor  outlets  an 


2 We  would  prefer  to  define  alcoholic  drinking  as  consumption 
excess  of  a daily  average  of  about  15  centilitres  of  absolute  alcob 
because  this  approximates  very  closely  the  range  of  consumptic 
typically  reported  by  patients  in  alcoholism  clinics  in  Canada  and 
several  other  countries. 
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TABLE  I 

ESTIMATED  RATES  OF  DRINKERS  IN  EXCESS  OF  A DAILY  AVERAGE  OF 
15  CL.  OF  ABSOLUTE  ALCOHOL 
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Estimated  Rates  of  Drinkers 
in  Excess  of  a Daily  Average 
of  15  Cl.  of  Absolute  Alcohol 
per  100,000  Population  Aged 
COUNTRY  15  and  Older. 


France 

9,405 

Italy 

5,877 

Portugal 

5,652 

Spain 

4,635 

Austria 

4,212 

W.  Germany  & W.  Berlin 

3,978 

Switzerland 

3,901 

Luxembourg 

2,988 

Hungary 

2,952 

C.S.S.R. 

2,655 

Canada 

2,272 

U.S.A. 

2,198 

Belgium 

2,052 

England  & Wales 

1,946 

Rep.  of  Ireland 

1,946 

Denmark 

1,848 

Poland 

1,752 

Sweden 

1,515 

Netherlands 

1,456 

Finland 

945 

Norway 

945 

tioi 

alci  irs  of  sale  is  more  difficult  to  evaluate.  At  the  present  time, 
lIllp  ppears  that  these  factors  alone  do  not  greatly  affect  varia- 
a”  is  in  consumption  except  where  there  has  been  outright 
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prohibition  or  great  scarcity  of  liquor  outlets.  Finland  pro- 
vides us  with  an  example  of  how  an  increase  in  the  number 
of  liquor  outlets  measurably  affected  overall  consumption.  In! 
rural  Finland,  where  liquor  outlets  are  quite  rare,  the  govern- 
ment introduced  stores  for  beer  and  wine  in  some  selected 
communities  on  a trial  basis  (1957).  This  led  to  a marked 
increase  in  the  consumption  of  all  legally  sold  beverages,  u 
particularly  beer  and  wine.  More  recently,  the  government! 
allowed  beer  to  be  sold  in  a wide  variety  of  stores  and  eating! 
places.  Within  a year  after  the  introduction  of  this  measure.! 
alcohol  consumption  increased  approximately  50%.  Unfor- 
tunately, there  are  no  recent  data  available  that  would  show! 
the  effect  of  decreased  accessibility  (short  of  total  prohibition) 
on  alcohol  consumption. 


Cost 


Access  to  alcoholic  beverages  is  also  affected  by  their  cost 
Since  they  can  be  produced  and  distributed  quite  inexpen,  ^ 
sively,  variation  in  price  among  countries  and  from  period  t< 
period  is  largely  owing  to  differences  in  taxation  policies.  Th 
important  variable  is  not  absolute  cost,  but  cost  relative 
disposable  income — in  other  words,  the  individual’s  ability  t 
buy.  It  has  been  observed  that  as  the  price  of  alcohol  relativ 
to  average  disposable  income  goes  up,  consumption  goe|j 
down.  In  Figure  2 the  remarkably  close  association  betwee 
relative  cost  and  consumption  is  shown  for  Ontario. 

The  role  of  relative  price  has  been  examined  for  many  oth< 
countries  and  regions.  In  all  cases  relative  price  has  beejfij 
found  to  be  related  to  overall  consumption  and  to  prevalent 
of  alcoholism.  Unfortunately,  these  investigations  have  usual' 
covered  periods  during  which  price  relative  to  income  hi 
decreased.  It  would  be  useful  to  know  whether  such  a rel 
tionship  would  also  hold  in  a reverse  situation — i.e.,  wheth 
consumption  would  go  down  were  prices  relative  to  di; 
posable  income  to  rise  gradually. 
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CONSUMPTION 


In  this  context,  it  should  be  noted  that  the  amount  of 
alcohol  taxation,  and  thus  the  cost  of  beverage  alcohol,  often 
reflects  the  degree  of  acceptance  of  alcohol  use  in  society, 
Consequently,  we  will  now  turn  to  a discussion  of  some  of  the^11 
social  and  cultural  aspects  of  alcohol  consumption  behavior.  at 


iDuai 


>r)  lecifi 


Drinking  Practices 

One  of  the  important  questions  in  the  alcoholism  field  con  t® 
cerns  the  relationship  between  customary  drinking  practiceijfim 
and  alcoholism  prevalence.  For  example,  the  low  prevalence 
of  alcoholism  among  Jews  in  North  America  has  been  att 
buted  to  their  strong  disapproval  of  drunkenness  and  theiJOn 
use  of  alcoholic  beverages  in  religious  observances.  In  conilve 
trast,  the  drinking  practices  of  the  Irish  have  been  characteillum 
ized  as  predominantly  “utilitarian”  (the  use  of  liquor  tfenf. 
alleviate  physical  and  emotional  discomfort  is  an  example  c 
this),  and  the  allegedly  high  rates  of  alcoholism  among  th 
Irish  have  been  attributed  to  this  attitude.  The  Italian  custo; 
of  drinking  with  meals  is  said  to  be  conducive  to  a low  prevc 
lence  of  alcoholism,  whereas  the  high  rate  of  alcoholism  i Ilia 
France  has  been  attributed  to  the  custom  of  drinking  on  man  hits  i 
occasions  throughout  the  day.  tie  I 

Although  it  may  appear  from  such  studies  that  certaij  often 
drinking  customs  are  typically  associated  with  high  or  lotBtla 
rates  of  alcoholism,  such  a conclusion  is  not  quite  justifies  The; 
First,  the  assumed  rates  of  alcoholism  for  these  cultural  grouj  # of 
are  not  always  supported  by  estimates  based  on  overall  co:1  wrvat 
sumption  data  and  liver  cirrhosis  mortality  data.  In  the  cal  P%t 
of  Italy,  both  these  measures  indicate  a very  extensive  alcohc  pfi 
ism  problem.  (Rate  of  excessive  consumption  per  100, O'1  hoi 
adults  is  5,877  and  the  rate  of  death  from  liver  cirrhosis  pj  Ibea 
100,000  adults  is  27.3.)  Conversely,  these  same  measures  shcj 
that  the  Irish  in  Ireland  have  relatively  low  rates  of  alcoh*  ^ 
ism.  (The  rate  of  excessive  consumption  per  100,000  adults 
1,946;  death  rate  from  liver  cirrhosis  per  100,000  adults  is  4..' 


ft  is  of 


^ For 


8 


Secondly,  in  investigating  the  relationship  between  drinking 
actices  and  rates  of  alcoholism,  the  total  volume  of  con- 
niption must  be  taken  into  account.  It  was  shown  earlier 
t alcoholism  prevalence  in  a population  is  intimately 
ated  to  the  overall  level  of  alcohol  consumption.  It  follows, 
refore,  that  any  factor  that  affects  the  volume  of  consump- 
n inevitably  affects  the  alcoholism  prevalence  rate  and  vice 
sa.  Clearly  the  French  habit  of  using  alcoholic  beverages 
many  occasions  implies  a high  level  of  overall  consumption. 

rdingly,  this  drinking  practice  is  accompanied  by  high 
es  of  alcoholism. 

n the  other  hand,  drinking  practices  which  typically  in- 
ve  seeking  intoxication  do  not  necessarily  imply  a high 
lume  of  consumption  if  drinking  occasions  are  fairly  infre- 
ent.  Thus,  in  Finland,  drunkenness  is  very  prevalent  but 
nual  consumption  and  rates  of  alcoholism  are  relatively  low. 


ecific  Beverage  Consumption 

[t  has  frequently  been  argued  that  consumption  of  distilled 
u rits  is  more  likely  to  lead  to  alcoholism  than  consumption 
the  lighter  beverages.  For  this  reason  sale  of  distilled  spirits 
;r|  often  subjected  to  more  legal  restrictions  and  higher  taxa- 
r;  n than  sale  of  other  types  of  beverage  alcohol, 
t!  The  alleged  importance  of  distilled  spirits  in  the  develop- 
(jK  nt  of  alcoholism  would  seem  to  draw  support  from  the 
j|  nervation  that  consumption  of  these  beverages  leads  more 
fidly  to  intoxication  than  consumption  of  identical  amounts 
ccl  alcohol  in  the  form  of  wine  and  beer.  However,  only  a 
00  ||e  more  time  and  effort  is  required  to  achieve  intoxication 
^ h beer  and  wine.  Furthermore,  there  is  no  evidence  that 
gj  I speed  at  which  intoxication  is  achieved  is  relevant  in  the 
,c£  felopment  of  alcoholism. 

j,.  t is  of  interest  that  the  beverage  preference  of  alcoholics 
'js,  is  not  depart  much  from  that  of  the  drinking  population  at 
?e.  For  example,  in  Australia  and  in  South  Germany,  beer 
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is  the  most  commonly  used  beverage,  and  according  to  clinic 
reports  also  the  beverage  of  choice  of  most  alcoholics. 

Perhaps  the  best  argument  against  the  notion  that  use  of 
distilled  spirits  is  more  likely  than  use  of  other  alcoholic 


TABLE  II 

RATES  OF  EXCESSIVE  USE  AND  CONTRIBUTION  OF  DISTILLED  SPIRITS  TO 
TOTAL  CONSUMPTION  FOR  VARIOUS  COUNTRIES  1966-1967 


COUNTRY 


Estimated  Rates  of  Drinkers 
in  Excess  of  a Daily  Average 
of  15  Cl.  of  Absolute  Alcohol 
per  100,000  Population  Aged 
15  and  Older. 


Per  Cent  Contribution 
Distilled  Spirits  Consur 
tion  to  Total  Alcohol 
Consumption 


France 

9,405 

13.5 

Italy 

5,877 

12.6 

Portugal 

5,652 

4.1 

Spain 

4,635 

20.7 

Austria 

4,212 

18.2 

W.  Germany  & W.  Berlin 

3,978 

21.2 

Switzerland 

3,901 

17.7 

Luxembourg 

2,988 

13.0 

Hungary 

2,952 

21.8 

C.S.S.R. 

2,655 

17.4 

Canada 

2,272 

36.0 

U.S.A. 

2,198 

46.0 

Belgium 

2,052 

15.0 

England  & Wales 

1,946 

14.2 

Rep.  of  Ireland 

1,946 

34.4 

Denmark 

1,848 

17.2 

Poland 

1,752 

61.2 

Sweden 

1,515 

54.0 

Netherlands 

1,456 

37.0 

Finland 

945 

46.7 

Norway 

945 

45.8 
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i/erages  to  lead  to  alcoholism  comes  from  a comparison  of 
entries  according  to  rates  of  excessive  use  and  the  contri- 
tion of  distilled  spirits  to  the  total  consumption. 

Many  countries  in  which  a large  proportion  of  alcohol  is 
qisumed  in  the  form  of  beer  and  wine,  rather  than  in  the 
f m of  distilled  spirits,  have  high  rates  of  alcoholism.  Indeed, 
i some  of  the  countries  in  which  the  contribution  of  dis- 
t bd  spirits  to  total  alcohol  consumption  is  large  (e.g.,  Fin- 
i d)  the  predominant  drinking  pattern  consists  of  occasional 
q jisumption  of  intoxicating  amounts.  It  is  likely  that  the 

valence  of  intoxication  may  be  somewhat  reduced  by  a 
{ )gram  of  promoting  the  use  of  beer  and  wine.  However,  it 
i bs  not  follow  that  the  rate  of  alcoholism  will  be  reduced  by 
s h a program. 

F rchological  Factors 

Jome  attempts  also  have  been  made  to  explain  variations  in 
: valence  of  alcoholism  on  the  basis  of  differences  among 
i dilations  in  the  prevalence  of  emotional  disturbance.  It  is 
i ued  that  in  socio-cultural  environments  which  produce  a 
l it  deal  of  inner  stress  and  tolerate  “utilitarian  drinking” 
( drinking  to  unwind)  as  a way  of  adjusting  to  such 
s :ss,  high  rates  of  alcoholism  will  occur. 

"his  theory  raises  a number  of  questions.  It  is  difficult  to 
: elop  useful  ways  of  measuring  and  comparing  the  mental 
i 1th  of  various  populations.  For  example,  how  would  one 
' ipare  the  mental  health  of  the  Swedish  nation  to  that  of 

French?  At  best,  such  a comparison  would  involve  highly 
i itrary  definitions  and  procedures.  Furthermore,  if  high 
' ;s  of  alcoholism  were  in  part  attributable  to  a high  rate  of 
s jbtional  disturbance  and  to  utilitarian  drinking,  we  would 
i e to  conclude  that  in  countries  such  as  France,  Portugal, 
i Italy  these  factors  must  be  very  common.  However,  there 
i o evidence  to  support  this  notion. 
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Another  theory  is  the  “vulnerability-acceptance  hypothesis” 
in  which  emotional  disturbances  are  linked  with  the  accept- 
ance of  alcohol  use.  In  societies  with  a low  acceptance  of 
drinking,  according  to  this  view,  only  those  people  who  are 
highly  vulnerable  psychologically  will  go  against  the  social 
norms  and  become  exposed  to  risk  of  alcoholism.  Therefore, 
the  proportion  of  severely  disturbed  people  in  the  alcoholic 
population  in  such  societies  will  be  high.  But  in  societies  with 
a high  degree  of  acceptance  of  regular,  heavy  alcohol  use,!! 
many  individuals  with  low  vulnerability,  both  physical  and  na 
psychological,  will  also  be  exposed  to  the  risk  of  becoming^ 
alcoholic.  The  proportion  of  severely  disturbed  people  in  th&L, 
alcoholic  population  will  then  be  lower.  |L 

This  hypothesis  seems  to  hold  true  when  one  comparesL 
countries  which  vary  greatly  in  levels  of  overall  consumption.^ 


Where  the  overall  level  of  consumption  is  low,  drinkers  of 
alcoholic  quantities  comprise  a relatively  small  segment  of  the 
population  and  their  drinking  deviates  drastically  from  the 
drinking  norm.  It  would  not  be  surprising  if  such  drinkers 
typically  were  persons  who  also  deviated  in  other  respects. 
Conversely,  in  high  consumption  countries  the  drinking  o!| 
alcoholic  amounts  is  much  more  common,  and  therefore,  orn 
would  expect  the  rate  of  emotional  disturbance  amonj 
alcoholics  to  be  lower. 
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Current  epidemiological  findings  lend  strong  support  to  pre 
ventive  programs  which  aim  at  reduction  of  overall  consump 
tion  of  alcohol.  Since  rates  of  alcoholism  rise  and  fall  with  th 
overall  level  of  alcohol  use  in  a population,  a reduction  in  th 
per  capita  alcohol  consumption  must  lead  to  lower  rates  c 
alcoholism.  For  this  reason,  it  would  seem  that  the  taxation  c ( (iu 
beverage  alcohol  and  other  control  measures  that  reduc 
accessibility  would  be  effective,  particularly  if  there  were  als 
a wide  acceptance  of  the  public  health  value  of  such  control 
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The  merits  of  programs  that  aim  at  the  bringing  about  of 
lesirable”  drinking  patterns  are,  as  we  have  said,  question- 
flc.  To  promote  drinking  with  meals  or  at  other  daily  occa- 
bns  may  conceivably  lead  to  a reduction  in  the  rate  of  intoxi- 
tion  relative  to  all  drinking  occasions.  However,  evidence  to 
te  would  indicate  that  such  drinking  patterns  also  lead  to 
*h  overall  levels  of  consumption  and  to  higher  rates  of 
poholism. 

lanswered  Questions 

Evidently  many  questions  remain  to  be  explored.  Why  does 

1*  distribution  of  drinkers  according  to  their  consumption 
jroximate  a logarithmic  normal  curve?  Is  the  quasi- 
thematical  connection  between  alcoholism  prevalence  and 
capita  consumption  unalterable?  What  specifically  deter- 
nes  a person’s  level  of  consumption  at  any  point  in  time? 
lat  leads  him  to  decrease  or  increase  his  consumption? 
ly  is  it  that  only  a relatively  small  proportion  of  drinkers 
1 ogress  to  extremely  high  levels  of  consumption? 

: i¥e  would  like  here  to  quote  the  late  Sully  Ledermann, 
lose  work  on  alcohol  consumption  and  alcoholism  has 
(j  atly  influenced  current  epidemiological  thinking.  “This 
lc  bi-mathematical  connection  between  reasonable  consump- 
t i and  unreasonable  consumption  which  the  available  data 
s >w,  without  any  exception  cited,  seems  to  be  the  most 
i oortant  result;  for  it  has  the  most  direct  effect  on  anti- 
i pholic  action,  in  leaving  among  other  things,  little  hope  for 
't  jse  who  hope  to  reduce  alcoholism  without  affecting  the 
'(  isumption  and  production.” 

; t should  be  understood  that  we  do  not  propose  some  new 
ii:!  t of  “temperance”  movement  (using  “temperance”  here  as 
h j word  is  often  used — to  mean  abstinence) . Rather,  we  sug- 
l\  : that  the  magnitude  of  the  alcoholism  problem  can  be 
need  through  reducing  the  general  level  of  alcohol  con- 
ei  lption.  This  is  in  keeping  with  a recent — and  current — shift 
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of  emphasis,  within  the  Addiction  Research  Foundation  [ic 
away  from  concentration  on  clinical  approaches  and  toward 
preventive  approaches  to  the  problem. 

As  long  as  we  looked  upon  “alcoholics”  and  “social  dri 
ers”  as  two  entirely  separate  groups,  it  was  reasonable  for  11 
to  ignore  drinking  in  general  and  to  concentrate  on  rehabilil 
tion  of  alcoholics.  But  now  our  studies  have  shown  that  thesf 
groups  are  not  separate  populations,  and  that  as  per  capit; 
consumption  of  alcohol  increases  there  is  a proportionate!; 
higher  number  of  alcoholics.  Therefore,  we  have  been  for 
to  realize  that  there  is  no  great  hope  of  reducing  the  numb 
of  alcoholics  or  of  those  who  drink  at  levels  hazardous  to  thei 
health  without  rolling  back  the  overall  consumption  of  alcohc< 
throughout  our  society. 

It  is  because  of  this — not  because  of  some  impossible  (an 
probably  undesirable)  notion  of  reducing  consumption  1]  ^ 
zero — that  it  may  be  necessary  to  oppose  some  of  the  furthe! 
liberalizations  now  being  proposed  for  our  liquor  legislate 
in  this  Province. 
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Certains  programmes  concernant  le  domaine  de  la  prevention  conkfc 
l’alcoolisme  tentent  a remplacer  les  exemples  connus  de  libatfllARF 
“excessives”  (a  savoir,  consommation  de  boissons  pour  remedier  i'jl'kjj 
malaise  quelconque,  psychologique  ou  physique)  par  des  habitue 
plus  “satisfaisantes”  (&  savoir,  boissons  prises  pendant  les  repas  |%iW( 
autres  reunions  sociales),  sans  se  preoccuper  des  effets  causes  par  fc0/ 
ordonnances  en  vigueur,  sur  le  niveau  generalement  constate  de 
consommation  d’alcool.  D’autres  programmes  de  prevention  vis 
principalement  a reduire  la  consommation  generate  en  vue  de  dii 
nuer  le  taux  actuel  d’alcoolisme  de  la  population.  Cette  seed 
ntethode  est  debattue  par  les  auteurs  de  cet  article  qui,  ce  fail 
discutent  de  la  relation  possible  entre  les  facility  d’acces,  le  cout 
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sicool,  les  pratiques  usuelles  des  buveurs,  les  facteurs  psychologiques 
ila  consommation  specifique  de  boissons  (biere,  vin,  spiritueux),  et 
Icoolisme  existant.  Leurs  conclusions  confirment  que  la  reduction 
> facilites  d’acces  aux  boissons  alcoolisees  pourrait  egalement 
luire  le  taux  actuel  d’alcooliques,  a condition,  cependant,  qu’en 
me  temps,  la  valeur  de  tels  controles  pour  le  benefice  de  la  sante 
iblique  soit  largement  reconnue. 


Reprints  of  Addictions  Articles  Available 

Reprints  are  available  of  many  of  the  articles  that  appear  in 
Addictions.  If  you  are  a resident  of  Ontario  and  would  like  to 
receive,  free  of  charge,  one  or  more  copies  (any  reasonable 
quantity)  of  any  of  the  reprints  listed  below,  please  contact 
your  nearest  ARF  office.  The  telephone  number  will  be  found 
on  the  inside  front  cover  of  Addictions. 

Alcoholism : A Merry-Go-Round  Named  Denial  by  Joseph  L. 
Kellermann. 

The  Extent  of  Drug  Use  in  Metropolitan  Toronto  Schools:  A 
Study  Changes  from  1968  to  1970  by  Reginald  G.  Smart, 
Dianne  Fejer,  and  Jim  White. 

llusionogenic  Crisis  and  Effective  Intervention  by  Wally 
Seccombe. 

Marihuana  and  Its  Effects:  An  Assessment  of  Current  Knowl- 
dge  from  the  office  of  the  Executive  Director,  ARF. 
Marihuana,  the  Experts,  and  the  Public  by  Oriana  Kalant. 
reliminary  Brief  to  the  Commission  of  Inquiry  into  the  Non- 
Medical  Use  of  Drugs  from  the  Research  Division  of  the 
ba  Krf- 

he  Role  of  the  Union  in  Industrial  Alcoholism  Programs  by 
ames  A.  Belasco,  Harrison  M.  Trice,  and  George  Ritzer. 
Nummary  With  Comments  on  the  Interim  Report  of  the  Com- 
nission  of  Inquiry  into  the  Non-Medical  Use  of  Drugs. 

’ raffic  Accidents  of  Alcoholics  by  Reginald  G.  Smart  and 
Volfgang  Schmidt. 

Uso  available  is  Legal  Considerations  in  Counselling  Young 
eople  by  Robert  F.  Reid,  which  appears  in  this  issue. 


15 


Legal  Considerations  In 
Counselling  Young  People 


By  Robert  F.  Reid,  Q.C. 


Questions  are  repeatedly  asked  by  both  professional  staff  and 
volunteers  about  the  possible  legal  consequences  of  counsel- 
ling young  people.  An  attempt  is  made  here  to  deal  briefly 
with  the  questions  that  most  frequently  arise.  Workers  ask 
themselves: 


(a)  Do  I have  a legal  obligation  to  inform  parents  that 
am  counselling  their  child? 


tli 


(b)  Do  I need  the  parents’  consent  to  do  this  legally? 

‘counsel- 


(c)  Is  there  any  significant  difference  between 
ling”  and  “treating”? 

(d)  Must  I inform  the  police  or  other  authorities  that  p: 
know  or  suspect  that  a young  person  is  committing  an  offence.!^ 
such  as  being  in  possession  of  marihuana? 


(e)  What  is  the  offence  of  “harbouring”? 

(f)  What  constitutes  the  offence  of  “contributing  to  juvenile 
delinquency”? 


Mr.  Reid  is  legal  counsel  to  the  Addiction  Research  Foundation.  Ht 
wishes  to  acknowledge  the  assistance  of  Stephen  Grant  in  the  prepara 
tion  of  this  paper. 

The  material  in  this  article  was  developed  primarily  for  the  infor 
mation  and  guidance  of  those  Foundation  staff  members  who  offe;{ 
counselling  to  young  people.  It  is  presented  here  in  the  belief  that  |g 
will  be  of  value  to  many  other  counsellors  as  well  as  to  many  teacher j 
and  volunteer  workers.  Parents — and  young  people  themselves — ma 
also  find  that  Mr.  Reid  has  clarified  for  them,  in  a straightforward 
and  useful  manner,  a number  of  topics  that  are  of  interest. 
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jnswers  to  these  and  similar  questions  do  not  appear  to  be 
sily  available  to  people  working  in  the  field.  This  is  an 
tempt  to  provide  some  guidance. 

An  understanding  of  the  law  governing  young  people  is  a 
p to  understanding  the  law  governing  their  counsellors, 
me  understanding  of  both  is  essential  to  proper  counselling, 
perience  shows  that  the  lack  of  it  may  lead  the  counsellor 
be  either  too  timid  or  too  bold.  It  must  be  stressed,  how- 
fer,  that  no  general  statement  of  law  can  be  completely 
act.  There  are  exceptions  to  almost  everything.  Small  dif- 
fences  between  the  facts  of  one  particular  case  and  the  facts 
another  case  can  make  large  differences  in  law.  What  is  set 
( t here  are  general  principles  and  considerations. 


p General  Law 

The  age  of  21  is  a critical  one  in  law.  It  forms  a line 
s tarating  two  distinct  legal  categories.  The  law  that  governs 
t !»se  above  the  line  is  in  some  ways  different  from  that  which 
j a plies  to  those  below  it.  The  most  important  general  dif- 
e,f  jnce  is  that,  by  and  large,  a person  over  21  can  acquire 
r its  and  be  subject  to  legal  obligations  on  his  own  by  con- 
t pt  whereas  a person  under  21  cannot. 

Twenty-one  is  not  the  only  significant  age  for  young  people, 
c for  those  dealing  with  them.  Many  offences  have  been 
c ited  which  relate  to  age  categories  lower  than  twenty-one. 
/ i of  these  appear  to  have  been  devised  for  the  protection  of 
y ng  people.  It  is  thus  an  offence  to  “harbour”  a child  under 
l0ll  or  to  endanger  the  morals  of  a child  under  18.  It  is  an 
l[£b  fence  to  sell  alcohol  to  persons  under  21  or  firearms  to 
ep  sons  under  16. 

hoi ! imilarly,  some  actions  are  offences  when  committed  by 
Hip  sons  in  certain  age  categories  under  the  21  line.  The 
tcJb  nee  of  “juvenile  delinquency”  is  an  example.  It  relates  to 
^ prent  ages  in  different  provinces.  In  Ontario,  it  applies  to 
:<  ain  actions  committed  by  anyone  who  is  under  16.  This 
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offence  has  an  important  significance  for  anyone  over  16  in 
Ontario  as  well,  for  the  related  offence  of  “contributing  to 
juvenile  delinquency”  applies  to  anyone  without  regard  to  age 
and  may  result  in  serious  penalties. 

In  law,  a person  under  21  is  a “minor”  or  an  ‘infant.” 
These  terms  are  used  synonymously.  No  matter  how  quaint  it 
may  be  to  refer  to  today’s  teenager  as  an  “infant,”  the  term  L 
does  have  an  exact  legal  meaning.  In  contrast  the  wordL 
“child”  has  no  single  legal  meaning.  Its  meaning  may  varyL 
widely  in  accordance  with  the  context  in  which  it  is  used.  AL 
child  for  the  purposes  of  the  offence  of  “harbouring”  is  de-L 
fined  by  the  statute  as  a person  under  14,  whereas  a child  in 
relation  to  the  offence  of  endangering  the  morals  of  children;:^ 
is  a person  under  18.  The  word  “juvenile”  can  also  vary  in  its  y ft 
meaning;  it  may  mean  persons  under  16,  17  or  even  18,f. 
depending  on  the  province  involved.  P 

For  the  purposes  of  our  civil  (i.e.  other  than  criminal)  laiv ^ si 
the  most  important  age  limit  is  21,  for  it  affects  a person’s 
capacity  to  make  a valid  contract.  For  the  purposes  of  the% 
criminal  law  the  most  important  age  in  Ontario  is  16,  for  those 
under  it  are  “juveniles”  and  subject  to  The  Juvenile  DeliMn0| 
quents  Act.  (It  may  be  of  interest  that  there  appears  to  be  no 
lower  limit  for  criminal  capacity.  Under  the  Canadian  ! 01 
Criminal  Code  the  minimum  age  for  criminal  capacity  is® 
clearly  set  at  7 years,  but  there  is  no  such  limit  under  The}; 
Juvenile  Delinquents  Act.) 


Minors’  Contracts 
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Contrary  to  the  view  held  by  many  young  people,  contracts 
made  by  a person  under  21  are  not  automatically  invalid 
It  is  true  that  they  are  as  a general  rule,  but  contract 
for  “necessaries”  might,  nevertheless,  be  enforced  againji; 
a minor.  The  trouble  is  that  the  question  of  deciding  what  are,,' 
necessaries  may  be  what  lawyers  call  a “nice”  one,  whi«|  ' 
means  it  might  be  difficult  and  therefore  susceptible  to  appeal:  ^ 
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id  protracted  legal  proceedings.  Anyone  who  sells  goods  to 
: minor  consequently  runs  the  risk  of  not  being  able  to  obtain 
' lyment.  This  is  so  notwithstanding  that  the  contract  might 
ive  been  in  writing  and  signed  by  the  minor.  Even  if  con- 
1 acts  are  in  writing  and  signed  and  for  “necessaries/’  the 
1 :pense  and  trouble  involved  in  legal  proceedings  deters  many 
1 om  taking  court  action  on  them.  Attempts  to  enforce  con- 
3 acts  against  minors  by  suits  in  civil  courts  are  rare.  It  is  this 
8 luctance  to  bring  suit,  rather  than  the  inherent  invalidity  of 
ich  contracts,  that  appears  to  lead  minors  to  imagine  them- 
[ Ives  always  to  be  immune  from  suit. 
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There  is  an  additional  technical  difficulty.  A minor  cannot 
/ himself  sue  or  be  sued  in  the  civil  courts.  If  he  chooses  to 
e,  he  must  do  so  through  an  adult  known  as  his  “next 
end.”  This  will  be  normally  his  parent  or  guardian.  He  may 
sued  only  if  the  court  appoints  a person  known  as  a 
uardian  ad  litem ” (that  is,  a guardian  for  the  purposes  of 
igation)  to  represent  him  in  court. 

inors’  Consents  and  Releases 

Foundation  personnel  are  not  usually  concerned  with 
'inors’  contracts.  They  are,  however,  frequently  troubled  by 
3 thought  that  they  should  obtain  a written  consent  or  a 
ease  before  dealing  with  a young  person.  “Consents”  and 
eleases”  are  different  in  form  but  for  the  purpose  of  this 
icussion  are  treated  as  being  the  same  in  effect.  The  term 
pnsent”  is  sometimes  used  here  alone  for  convenience. 


itfl 

hi 

tj 

V 

i 

i 

i 


What  has  been  said  about  minors’  contracts  might  lead  one 
jthink  that  a minor  is  not  capable  of  giving  a valid  consent, 
igic  would  suggest  that  if  a minor  cannot  as  a general  rule 
id  himself  to  a legal  obligation,  as  in  a contract,  he  can 
aally  not  deprive  himself  of  his  rights,  as  in  a consent  or 
ease.  Logic  and  law,  however,  do  not  always  go  hand  in 
ad  and  we  have  here  a situation  in  which  the  law  refuses 
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to  be  parcelled  up  so  neatly.  The  fact  is  that  the  law  relating  ^ 
to  minors’  consents  and  releases  is  none  too  clear. 

The  courts  in  considering  the  validity  of  minors’  consents 


have  not  always  accepted  the  analogy  to  contract  law.  They 
have  tended  to  ignore  the  magic  with  which  the  law  of  con- 
tract has  invested  the  age  of  21.  They  tend  rather  to  ask 
whether  the  minor  was,  in  the  circumstances,  capable  of 
appreciating  fully  the  nature  and  consequences  of  his  act  of 
giving  consent.  The  answer  to  this  question  will  turn  particu- 
larly on  the  degree  of  intelligence  and  maturity  shown  by  the 
minor.  If  a court  concludes  that  a person  was  capable  of 
appreciating  the  nature  of  his  act,  it  may  treat  a consent  as 
effective  notwithstanding  that  the  person  giving  it  was  under 
21.  (This  occurred  in  a recent  case  in  the  Supreme  Court  of 
Ontario  where  the  consent  of  a 20  year  old  to  a surgical  pro- 
cedure was  held  to  be  valid.  This  holding  is  consistent  with 
s.42  of  Regulation  523  under  the  Public  Hospitals  Act  (Ont.) 
which  implies  that  the  consent  of  a person  over  18  is  valid, 
although  the  section  was  not  discussed  in  the  judgment.) 

The  result  is  that,  although  minors’  consents  may  on  occa- 
sion be  treated  as  valid  their  validity  is  always  open  to  chal- 
lenge. As  a practical  matter  they  must  be  treated  as  of  doubt- 
ful value. 


Parental  Consent 

It  is  frequently  suggested  that  this  doubt  may  be  removed 
by  means  of  a consent  obtained  from  the  parent.  This  is  ques 


Con: 


tionable.  We  again  appear  to  be  in  an  area  where  the  law  is  ... 
uncertain.  It  is  a principle  of  the  law  that  one  person  may  not 
make  a contract  that  binds  another  without  his  consent;  thalL 
is:  no  one  is  invested  with  inherent  authority  to  bind  another. ,’j 
Parents  are  in  no  different  position  than  other  people  in  this 
respect.  It  would  therefore  be  strange  if  a parent  could  release^ 
claims  that  his  child  would  otherwise  have.  The  problems  tha!  . 
could  arise — oddly  enough,  few  have — can  be  easily  imagined  ^ 
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Tiat  if  the  parent  gives  consent  and  the  minor  refuses?  If  the 
inor’s  refusal  is  later  held  to  be  valid,  is  the  parent’s  con- 
nt  invalidated?  What  of  the  reverse  situation? 

Again,  prudence  demands  that  parental  consent  be  treated 
of  doubtful  effect. 

The  lesson  to  be  learned  from  all  this  is  that  a consent  or  a 
'lease  from  a minor  may  be  slight  protection  against  legal 
oceedings.  It  will  not  likely  deprive  a minor  from  asserting 
ims  that  he  would  otherwise  have.  Care  must  therefore  be 
en  to  deal  with  persons  under  21  in  such  a way  that  no 
is  breached  and  no  right  violated. 

It  might  not  be  amiss  to  add  a word  on  consents  and  re- 
ses  generally  because  of  widespread  misconceptions  about 
ir  effectiveness.  They  are  not  the  defensive  shield  that  they 
popularly  thought  to  be,  even  when  obtained  from  adults, 
‘release”  of  claims  is  intended  to  be  a defence  against 
:ure  claims.  It  might  prove  to  be  a fragile  one.  Courts  tend 
look  at  all  the  circumstances  surrounding  the  giving  of  a 
-ease.  They  are  quick  to  set  them  aside  where  they  appear 
' have  been  obtained  by  trickery  or  under  duress,  or  where 
> person  giving  one  was  not  aware  of  all  the  relevant  facts, 
e fragility  of  their  nature  as  a defence  is  merely  increased 
en  they  are  obtained  from  minors. 
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Consent  Needed  for  Counselling? 

What  is  said  above  deals  with  the  validity  of  consents  ob- 
ped  from  minors  or  their  parents.  The  question  for  most 
undation  personnel  is,  however,  whether  a consent  is 
if  Med  at  all.  The  commonest  transaction  involving  Founda- 
. !'t  i personnel  and  young  people  is  counselling.  Counselling  is 
A vord  of  vague  import  and  is  used  by  some  as  synonymous 
h “treatment,”  but  “counselling”  as  used  here  is  not  treat- 
m nt,  in  the  sense  of  medical  treatment.  This  distinction  must 
m kept  in  mind  by  Foundation  personnel,  for  no  one  but  a 
igtoj  dical  doctor  or  other  person  properly  authorized  by  a legis- 
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lature  may  give  medical  treatment.  There  are  severe  penalties 
for  the  unauthorized  practice  of  medicine. 

The  law  and  practice  that  relates  to  consents  to  treatment^ 
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does  not  apply  as  such  to  counselling.  For  instance,  section  42 
of  Regulation  523  of  The  Public  Hospitals  Act,  which  requires 
a written  consent  to  be  obtained  before  the  performance  of  a 
surgical  operation,  is  not  applicable.  In  fact,  there  is  no  posi- 
tive obligation  imposed  by  law  to  obtain  a consent  to  counsel- 
ling. A person  under  21  may  be  counselled  without  any  writ- 
ten consent  having  been  given  by  either  that  person  or  hisp 
parent  or  guardian.  It  goes  without  saying  that  no  one  may 
counsel  the  commission  of  an  unlawful  act. 

If  the  law  imposes  no  requirement,  is  there  any  need  for 
one?  It  must  be  remembered  that  consents  are  obtained  not 
only  because  the  law  requires  it  but  through  simple  prudence. 

A consent  to  treatment  other  than  surgery  would  be  obtained 
because  of  the  dictates  of  prudence,  not  law. 

The  absence  of  a positive  law  requiring  it  does  not  meanp1' 
that  a consent  should  never  be  obtained  from  minors.  Con-'p 
sents  may  have  some  value  in  deterring  baseless  claims  P- 
although  they  are  not  likely  to  have  a deterrent  effect  on  good  N 
claims.  More  importantly,  a written  consent  is  of  value  inp 
preventing  a later  dispute  over  what  was  agreed  to.  This  isf¥ 
something  of  prime  importance.  Special  considerations  do. 
however,  apply  to  obtaining  releases  or  consents  from  minors,  j; 
Care  must  be  taken  to  avoid  any  future  suggestion  that  thej^ 
release  or  the  request  for  it  was  unfair  or  that  any  advantage 
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was  being  sought  over  the  young  person. 


Ifn  ir 


The  Juvenile  Courts 


iDO: 


The  general  effect  of  The  Juvenile  Courts  Act  is  to  separate  Ibatii 
juveniles  from  adults  in  relation  to  the  enforcement  of  the  limed!, 
criminal  law.  Exceptions  may  be  made  to  this  general  rule,  fee 
but  they  are  small  by  comparison  to  the  number  of  criminal  low  tl 
cases  dealt  with  in  the  Juvenile  Courts.  In  the  result,  the  fell 
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ii  j/enile  who  does  something  that  would  be  an  offence  if  done 
' an  adult — say,  for  instance,  steals  something — must  be 
ought  before  the  Juvenile  Court,  not  the  ordinary  criminal 

I < urt.  He  can,  and  probably  will,  be  charged  there,  with  “de- 
i lquency”  and  dealt  with  by  that  court  instead  of  being 
f<,arged  with  “theft”  and  dealt  with  in  the  ordinary  criminal 
< jurts.  (This  is  not  inevitably  the  case.  As  will  be  seen  later, 

if:  ; case  may  be  “waived”  to  the  ordinary  criminal  courts.) 
t j his  case  is  retained  by  the  Juvenile  Court,  and  if  he  is 

I I tained  to  await  trial  and  not  granted  bail,  he  will  normally 
u 1 kept  in  a detention  home  or  “shelter”  with  other  juveniles, 

1 1 with  adults  in  the  county  jail  (in  Toronto,  the  “Don”) . 

| The  disposition  of  his  case  in  the  Juvenile  Court  is  intended 
j 1 be,  in  the  words  of  the  Act,  “as  informal  as  circumstances 
„,]  :mit.”  This  is  in  contrast  to  proceedings  in  the  ordinary 
f c ininal  courts  where  extreme  formality  is,  quite  properly,  the 
i e.  The  object  of  the  Act  when  it  was  passed  was  to  provide 
1Ej  dance  and  supervision  for  the  erring  juvenile,  who  is  to  be 
, hated  “not  as  a criminal,  but  as  a misdirected  and  misguided 
jj  ( Id  . . . needing  aid,  encouragement,  help  and  assistance.” 
!t(  Insistently  with  this  objective,  proceedings  in  the  Juvenile 
5<  urt  are  private  and  may  not  normally  be  published  in  a 
jji  yspaper  or  elsewhere. 
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i er natives  for  the  Judge 

|j  L 

((The  judge  is  given  a wide  choice  of  ways  to  dispose  of  a 
c e,  in  contrast  to  the  ordinary  criminal  courts,  where  the 
j ge  will  normally  have  the  power  on  conviction  only  to 
i )ose  a fine  or  a term  in  jail  or  to  suspend  sentence  or  grant 
uP  jbation.  The  Juvenile  Court  judge  may  simply  make  no 
I i:  nediate  disposition  of  the  case  at  all.  He  may  adjourn  it 
<i  jefinitely.  Alternatively,  he  may  impose  a small  fine,  or 

j>w  the  child  to  remain  in  his  own  home  on  probation;  or 
( C se  him  to  be  placed  in  a foster  home;  or  impose  other 
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conditions  that  seem  appropriate;  or  commit  him  to  a 
children’s  aid  society  or  an  industrial  school.  Even  if  one  of 
these  courses  is  taken,  the  disposition  is  not  necessarily  final, 
for  the  conditions  imposed  may  be  varied  until  the  child 
reaches  21. 

The  jurisdiction  of  the  Juvenile  Courts  is  not  restricted 
completely  to  persons  under  16.  A child  charged  with  juvenile 
delinquency  may  become  subject  to  the  supervision  of  the 
Juvenile  Court  until  he  reaches  21.  Furthermore,  even  if  he 
has  passed  the  age  limitation  of  16  prevailing  in  Ontario  (or 
17  or  18  prevailing  in  other  provinces)  he  may  still  be 
charged  and  dealt  with  in  the  Juvenile  Court  for  an  offence 
committed  while  under  the  age  of  16. 

An  exception  to  this  procedure  may  be  made  where  the 
child  is  over  the  age  of  14  years  and  the  offence  is  a serious 
one  (i.e.  an  “indictable”  offence) . The  judge  of  the  Juvenile 
Court  has  a discretion  to  “waive”  the  matter  to  the  ordinary 
criminal  court.  If  that  is  done,  the  case  will  be  proceeded  with 
in  the  same  way  as  if  the  child  were  an  adult.  Which  course 
is  followed  is  primarily  for  the  judge  of  the  Juvenile  Court  to 
decide.  (His  decision  is  subject  to  appeal.)  He  is  adjured  by 
the  legislation  to  send  the  child  before  the  ordinary  criminal 
courts  only  where  he  is  of  the  opinion  that  “the  good  of  the 
child  and  the  interest  of  the  community  demand  it.”  There  is, 
as  a result,  some  variation  in  the  treatment  of  young  offenders 
suspected  of  serious  offences.  Offences  involving  serious  theft 
or  even  murder  may  be  tried  in  the  Juvenile  Court  as  “delin- 
quency” or  in  the  ordinary  adult  courts  as  the  actual  offence. 
A recent  example  of  the  latter  procedure  was  the  Truscott 
case  in  which  a child  of  14  was  not  tried  in  the  Juvenile  Court, 
but  in  the  ordinary  criminal  court. 


Relevance  for  Counsellors 


Possible  offences  under  the  Act  are  not  confined  to  minors. 


Adults  may  be  charged  with  the  offence  of  “contributing”  to  : 
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ivenile  delinquency,  or  of  “inducing”  a child  to  leave  a home 
1 which  he  has  been  placed  by  the  Juvenile  Court.  Parents 
i guardians  may  be  charged  with  neglecting  to  take  steps  to 
(event  a child  from  becoming  a delinquent  and  may  also  be 
dered  to  pay  any  fine,  damages,  or  costs  incurred  by  a child, 
t these  possible  offences,  the  most  relevant  to  counsellors  are 
3se  of  “contributing”  and  “inducing.”  These  are  dealt  with 
;:er  at  greater  length. 

;This  describes  briefly  the  present  situation.  Not  everyone  is 
ppy  with  it,  and  counsellors  to  the  young  may  be  interested 
the  controversy  surrounding  the  proposed  “Young  Offend- 
5 Act”  (Bill  C-192)  now  before  Parliament  at  Ottawa.  The 
psent  Act  rests  on  the  assumptions  that  the  judge  of 
/eniles  should  be  more  counsellor  than  judge  and  that  in- 
*mality  in  proceedings  is  in  the  interest  of  children.  These 
gumptions  are  now  being  challenged.  Among  the  other  pos- 
le  consequences  of  the  passage  of  the  proposed  Young 
ifenders  Act  would  be:  the  repeal  of  The  Juvenile  Courts 
. t,  the  disappearance  of  the  offence  of  juvenile  delinquency 
jd  hence  of  “contributing,”  the  increasing  of  the  jurisdiction  of 
5 court  through  the  raising  of  the  upper  age  limit  in  Ontario 
i persons  subject  to  it  from  16  to  17,  and  the  introduction 
i the  concept  that  a person  between  the  ages  of  10  and  20 
3 jirs  can  properly  be  found  to  be  a “youthful  offender.”  Not- 
] 1 ^standing  the  obvious  sincerity  of  the  proposed  Act’s  pro- 
fc  nents,  opposition  to  it  has  been  strong:  the  Canadian  Mental 
f 1 ialth  Association  has  described  it  as  “a  Criminal  Code  for 
i < Idren  which  is  distasteful  in  its  terminology,  legalistic  in  its 
it i oroach  and  punitive  in  its  effect.” 

I ;>o  much  for  background.  We  now  turn  to  typical  questions 
t t have  been  raised  over  the  years. 

Question  1.  May  I legally  counsel  a minor  without  his 
p jents’  knowledge  or  consent? 

jj  1.  Yes,  you  may.  There  is  no  difference  in  law  between 
nselling  an  adult  and  counselling  a minor.  You  may  not. 
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however,  counsel  the  commission  of  an  offence,  for  that  is  in  ia| 
itself  an  offence.  This  rule  applies  to  all  age  groups.  You  do  ^ 
not  need  the  parents’  consent  in  order  to  counsel  a minor.  ie 
Nor  are  you  under  any  legal  obligation  to  inform  the  parents.  S( 
However,  there  may  be  situations  in  which  it  would  be  pru-  h 
dent,  and  in  the  minor’s  interest,  to  inform  parents.  This,  m 
however,  is  a question  of  policy  and  not  law.  As  will  be  seen,  a 
the  “policy”  question  may  be  just  as  important  as  the  “legal”  g 
one.  That  is  why  a discussion  of  the  importance  of  “policy”  ^ 
occurs  later  in  this  article.  I jn 

Question  2.  May  I “treat”  a minor?  L 


A.  This  question  is  repeatedly  asked.  On  inquiry,  it  usually 
turns  out  that  “treat”  in  this  context  is  used  to  mean  counsel 
or  advise,  and  is  not  used  in  the  medical  sense  of  dispensing 
drugs  or  medicine.  It  is  fundamental  that  only  medical  doctors 
or  persons  under  their  direction  may  dispense  or  prescribe 
medicines  or  drugs.  Anyone  else  who  does  so  is  open  to  a 
charge  of  illegally  practising  medicine.  If  “treat”  is  used  in  the 
sense  of  “counsel”  or  “advise,”  however,  the  answer  given  to 
Question  1 equally  applies  to  this  question. 
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Question  3.  May  I keep  a minor  in  a hostel  or  hospital  or 
any  other  place  against  the  wishes  of  his  parents? 


A.  The  answer  to  this  in  the  case  of  a child  under  14,  is 
a clear  no.  "You  may  not  interfere  with  a parent’s  right  to 
possession  of  his  child.  If  you  do  so,  you  may  be  charged  with 
“harbouring.”  Section  236  of  the  Canadian  Criminal  Code  is 
to  the  effect  that  a person  who  intentionally  deprives  a parent 
or  guardian  of  possession  of  a child  under  14  is  guilty  of  the 
offence  of  harbouring,  which  carries  a possible  penalty  of  10 
years’  imprisonment. 

The  answer  is  also  “no”  in  relation  to  a minor  who  has 
been  placed  in  a home,  foster  home,  school,  or  institution  by 
the  Juvenile  Court.  Section  34  of  The  Juvenile  Courts  Act 
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akes  it  a serious  offence  to  induce  or  attempt  to  induce  a 
inor  to  leave  such  a place,  or  knowingly  harbour  or  conceal 
le  who  has  left  without  notice  to  the  Juvenile  Court,  home, 
stitution,  or  police. 

An  offence  related  to  harbouring  is  that  of  “abducting”  a 
male  under  16.  The  essence  of  this  offence  is  the  deprivation 
a parent  or  guardian  of  the  care  of  the  child  against  his 
11.  The  penalty  here  may  be  five  years.  The  girl’s  consent  to 
ing  kept  from  the  parent  or  guardian  without  his  consent 
immaterial;  it  is  an  offence  even  with  her  consent  or  even 
her  suggestion.  Similarly,  it  is  immaterial  whether  or  not  the 
cused  believes  that  the  female  person  is  16  or  over.  If  she  is 
fact  under  16,  it  is  no  defence  that  the  accused  thought  she 
is  older. 

Question  4.  Must  I tell  the  parents  that  a minor  is  staying 
our  hostel  or  hospital? 

A.  In  strict  law  the  answer  is  no,  but  certain  considerations 
ould  be  given  some  weight.  The  offence  of  harbouring  re- 
ires  some  positive  act  intended  to  deprive  the  parent  of 
ssession  of  the  child.  Thus,  if  a child  under  14  comes  of  his 
m volition,  there  does  not  appear  to  be  any  positive  legal 
igation  to  notify  a parent  and  if  he  wants  to  stay,  even  if 
is  under  14,  there  is  no  strictly  legal  obligation  on  you  to 
tify  anyone.  If,  however,  the  parents  find  out  that  he  is 
ire  and  want  him  back,  you  must  comply  with  their  wishes 
ess  there  is  some  other  legal  and  proper  alternative  open  to 
n.  There  may  be,  for  instance,  circumstances  in  which  it 
y be  obviously  harmful  or  dangerous  simply  to  hand  over 
bhild  to  a parent  or  guardian.  This  could  arise  where  the 
ent  or  guardian  is  drunk  or  threatening.  In  such  a case  it  is 
en  to  you  to  call  the  Children’s  Aid  Society,  who  may  take 
hild  under  16  into  their  care  to  save  him  from  harm.  For 
er  children,  the  safest  course  would  be  to  call  the  police. 

\11  these  comments  are  made  on  the  assumption  that  the 
son  involved  wishes  to  stay.  You  cannot  detain  a person 
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against  his  will.  That  would  expose  you  to  a host  of  offences 
among  them  kidnapping  and  false  imprisonment,  all  of  which 
apply  whether  the  person  is  over  or  under  21. 

Also,  the  fact  that  a person  has  a desire  to  stay  may  not  ot 
always  entitle  you  to  permit  him  to  stay.  As  was  observed  inf  a 
the  answer  to  Question  3,  a minor  (who  may  for  this  purpose 
be  a person  under  21)  under  the  supervision  of  the  Juvenile 
Court  is  in  a special  category.  There  appears  to  be  a positively 
obligation  to  give  notice  to  the  authority  in  whose  charge  he  at 
should  be,  if  you  discover  that  he  is  under  the  supervision  offroi 
the  court. 
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Question  5.  If  a minor  consults  me  and  tells  me  that  he  is 
involved  in  pot  parties,  or  engaging  in  some  other  illegal 
activity,  am  I under  any  legal  obligation  to  report  this  to  the e 
authorities? 
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A.  This  is  a question  that  bothers  many  people,  particular!) 
teachers.  Students  confide  in  them  and  in  the  course  oi|L 
attempting  to  help  them  or,  for  that  matter,  just  listening,  the)  l:. 
become  aware  that  the  students  are  “doing  dope”  or  have  it  ir j 
their  possession,  or  are  passing  it  on.  Also  students  frequently  ^ 
tell  teachers  of  parties  or  incidents  that  are  about  to  happen  * 
not  just  those  that  have  happened. 

The  general  answer  is  that  the  law  does  not  require  you  t( 
be  an  informer.  A policeman  is  entitled  to  arrest  a persoi 
whom  he  has  reasonable  grounds  to  believe  is  committing  ai 
offence,  and  so  are  you.  The  policeman’s  duty  is  to  make  ai 
arrest,  but  you  are  not  under  any  legal  obligation  to  do  thi 
same.  Nor  are  you  required  or  obliged  by  law  to  report  ti 
the  police  or  other  authorities  your  suspicions  or  even  an; 
facts  you  have  concerning  an  offence. 

The  question  whether  you  should  report  and  to  whom  may 
however,  be  a difficult  one  nonetheless.  Most  people  hav 
encountered  situations  in  which  reporting  suspicious  facts  | N 
the  police  was  desirable  and  proper  in  order  to  secure  thei 
own  protection  or  the  safety  of  others.  These  consideration 
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not  vanish  simply  because  you  are  dealing  with  someone 
e’s  life  and  problems  and  not  just  your  own. 

It  is  true  that  simply  sitting  back  and  doing  nothing  will 
j obably  not  amount  to  aiding,  abetting,  or  counselling  an 
i fence,  and  the  law  does  allow  you  to  sit  back  and  do  noth- 
However,  it  will  nearly  always  be  appropriate  to  attempt 
i persuade  a person  involved  in  breaking  the  law  to  desist,  if 
cly  for  his  own  good.  There  are  many  reasons  why  the  fact 

I it  the  law  allows  you  to  do  nothing  might  not  always 
Jiiount  to  a moral  justification  of  inaction  on  your  part. 

[f,  for  instance,  you  are  dealing  with  a person  who  is  homi- 
( al  or  suicidal  and  who  is  consuming  drugs  or  alcohol  before 
ir  very  eyes,  he  might  kill  himself  or  you  or  someone 
ji  e,  or  at  least  cause  serious  harm.  It  would  be  unfair,  and 
\ wise  and  morally  unjustified  simply  to  stand  by  and  watch 
t : harm  develop.  Telling  his  family,  or  the  police,  might  be 
3,1  right  thing  to  do.  Similarly,  in  the  case  of  a person  who  is 
i apable  of  looking  after  himself  because  of  drugs,  his  only 
H vation  may  be  his  parents  or  a hospital  or  even  the  police. 

II  r e decision  that  you  make  may  not,  in  the  result,  have  very 
% | ch  to  do  with  your  legal  obligation. 

^ Reporting  on  a person  whom  you  are  counselling  might 
\ 11,  however,  destroy  the  relationship  of  trust  between  you, 
Ji  1 you  would  do  it  only  in  circumstances  that  demand  it. 

you  do  decide  that  it  is  in  your  patient’s  best  interest  to 
*™ort  him,  you  should  consult  him  first.  Otherwise  he  may 
y well  think  that  he  has  been  betrayed.  Perhaps  you  should, 
i ially  anyway,  try  to  talk  him  into  reporting  himself  to  who- 
r might  be  able  to  help  him. 

The  point  that  is  being  made  here  is  that  the  law,  by  itself, 
$ht  not  provide  a criterion  for  your  course  of  action.  The 
jstion,  “Should  I tell  someone  that  X is  seriously,  or  even 
lerately,  into  drugs?”  is  not  really  a question  of  law  at 
The  law  requires  nothing  from  you.  It  places  the  burden 
iecision  right  back  on  your  shoulders  and  leaves  it  to  be 


decided,  by  you,  on  the  basis  of  moral  and  humane  considera- 
tions. 


Question  6.  What  is  “contributing  to  juvenile  delinquency”?; 


A.  A'  juvenile  delinquent  is  defined,  for  Ontario,  as  a persor 
under  16  who  does  any  act  that  in  an  adult  would  be  ar 
offence  under  federal,  provincial,  or  municipal  law,  or  who  i< 
guilty  of  “sexual  immorality  or  any  similar  form  of  vice.”  An) 
person,  whether  or  not  he  is  himself  an  adult,  may  be  guilt) 
of  contributing  to  juvenile  delinquency  who,  as  the  Act  states 
“knowingly  or  wilfully  (a)  aids,  causes,  abets,  or  connives  ai 
the  commission  by  a child  of  a delinquency,  or  (b)  does  an) 
act  producing,  promoting,  or  contributing  to  a child’s  bein£ 
or  becoming  a juvenile  delinquent  or  likely  to  make  any  child 
a juvenile  delinquent.” 

Just  what  facts  support  a conviction  for  the  offence  ol 
“contributing”  has  been  the  subject  of  much  discussion.  What 
for  example,  is  the  meaning  of  “any  similar  form  of  vice”?1 
These  words  could  mean  almost  anything  depending  on  oneY 
views  of  “vice.”  Whatever  they  do  mean,  the  lesson  for  those 
working  with  juveniles  is  clear.  At  the  very  least,  you  musi 
not  assist  or  abet  the  commission  of  any  act  you  know  to  be 
an  offence.  The  mere  reception  of  information  about  ar 
offence  or  a possible  offence  would  not,  however,  amount  tc 
the  offence  of  “contributing.” 


.. 


Concluding  Cautions 

It  is  always  dangerous  to  generalize  about  law.  The  more 
general  the  statement,  the  less  exact  it  is.  Lawyers  are  con- 
stantly accused  of  qualifying  their  utterances  with  “ifs,  ands 
and  buts.”  Competent  lawyers  do  this  not  out  of  fear  thai 
their  opinion  is  wrong,  but  because  the  application  of  lav 
depends  on  the  facts  of  each  case.  When  general  questions  arc 
asked,  a lawyer  cannot  give  an  answer  that  he  is  certain  wil 
fit  all  cases;  his  answer  is  intended  to  fit  most  cases,  or  typicai 
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erj  cases.  Hence,  while  the  general  principles  are  set  out  above,  it 
is  always  advisable  to  consult  a lawyer  for  advice  on  any  indi- 
vidual case  that  you  think  might  be  unusual,  or  about  which 
you  might  be  apprehensive. 

sc  j One  should  also  be  cautious  about  regarding  law  as  a uni- 
versal criterion  for  the  disposition  of  all  kinds  of  problems. 
0j  [t  is  not.  On  issues  of  the  greatest  moral  significance  the  law 
^ sometimes  does  not  speak  at  all.  The  law  will  not  tell  you 
I whether  to  go  to  the  aid  of  road-accident  victims.  You  may 
drive  merrily  on  and  not  “get  involved,”  for  all  the  law  cares. 
s;  The  issue  is  a moral  one. 

I Accordingly,  some  of  the  questions  that  have  here  been 
discussed  cannot  be  solved  simply  by  reference  to  law.  The 
'question  whether  you  should  tell  the  police,  or  a teacher,  or  a 
priest,  or  the  parents  about  a child  that  you  believe  is  destroy- 
ing  himself  with  drugs  is  not  a legal  question,  for  the  law 
makes  no  demand  on  you.  So  far  as  the  law  is  concerned,  you 
must  not  abet  the  offence  but  you  can  walk  away  from  it. 

I stress  the  distinction  between  moral  and  legal  questions 
because  it  seems  to  me  that  there  is  a growing  tendency  to 
“cop  out”  of  moral  dilemmas  by  leaving  them  to  the  law.  The 
}j  law  seems  to  be  increasingly  regarded  as  the  only  sure  and 
proper  reference  for  the  disposition  of  social  problems.  This 
[tl  'attitude  confuses  basic  issues  and  stems  from  an  ignorance  of 
the  nature  of  law.  The  law,  as  all  lawyers  know,  is  far  from 
being  “sure.”  Even  when  it  does  speak  on  an  issue,  its  direc- 
tives are  sometimes  unclear.  Where  it  says  nothing  or  makes 
no  positive  demand  upon  us  with  respect  to  a moral  or  legal 
no  problem,  I for  one  do  not  think  that  the  issue  is  therefore 
co,  resolved.  The  area  for  personal  decision  based  on  moral, 
(spiritual  and  humane  considerations  and  the  dictates  of  con- 
science is  still  a large  one.  The  hard  task  of  deciding  on  these 
]a  grounds  cannot  always  be  avoided  by  “leaving  it  to  the  law.” 


L’auteur  de  cet  article,  conseiller  legal  de  l’Addiction  Research! 
Foundation,  introduit,  a ce  stage,  un  bref  resume  des  considerations 
legales  concemant  les  mineurs.  Ce  resume  est  principalement  destine 
aux  membres  du  personnel  de  la  fondation  charges  des  travaux  de 
consultation,  mais  pourrait  cependant  representer  un  certain  interet 
pour  de  nombreux  autres  conseillers,  professeurs  et  volontaires  con- 
sacres  aux  problemes  de  la  jeunesse. 

Parmi  les  sujets  discutes  par  Monsieur  Reid  figurent  des  rubriques 
telles  que  l’importance  legale  des  limites  d’age  variees,  des  contrats 
pour  mineurs,  le  consentement  ou  la  decharge  des  mineurs,  lesi 
tribunaux  d’action  juvenile  et  la  loi  contre  la  delinquence  juvenile.! 
Des  reponses  sont  prevues  aux  questions  specifiques  concemant  des 
sujets  tels  que  le  consentement  des  parents  k donner  des  conseils,! 
le  delit  d’hebergement,  celui  de  contribuer  a la  delinquence  juvenile! 
et  la  maniere  de  traiter  les  informations,  re9ues  en  confidence,  par; 
des  jeunes  gens,  eu  egard  k des  activites  illegales. 
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Summary  of  a Report  to  the  Congress 
on  Marihuana  and  Health 
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lg  In  this,  the  first  detailed  report  to  the  Congress  on  Marihuana 
and  Health,  an  attempt  has  been  made  to  accurately  describe 
to  the  present  state  of  our  scientific  knowledge  concerning  this 
issue.  Not  unlike  a rather  elaborate  jigsaw  puzzle,  however, 
there  are  many  research  “pieces”  whose  relation  to  one 
another  is  not  obvious.  Moreover,  many  of  the  most  important 
pieces  that  are  required  are  not  yet  available.  Some  of  the 
technical  data  that  have  been  accumulated  remain  obscure 


From  the  Secretary,  U.S.  Department  of  Health, 
Education,  and  Welfare 


for  the  present,  particuarly  in  providing  a picture  compre- 
hensible to  the  layman.  The  ultimate  meaning  of  past,  present 
and  future  research  will  only  become  clearer  as  the  various 
parts  can  be  related  to  an  emerging  whole. 

The  purpose  of  this  summary  is  to  try  to  translate  the 
present  disparate  elements  into  as  reasonable  an  answer  as 
can  currently  be  framed  to  the  question:  What  are  the  health 
implications  of  marihuana  use  for  the  American  people? 


This  paper — a summary  prepared  by  the  National  Institute  of  Mental 
Health  of  a report  on  marihuana  and  health  submitted  to  the  United 
States  Congress  early  in  1971  by  the  Secretary  of  Health,  Education, 
and  Welfare — outlines  current  knowledge  on  physical  and  psycho- 
logical effects  of  marihuana  use. 

In  the  preparation  of  this  report,  a wide  variety  of  sources  of 
information  were  used,  including  published  and  unpublished  reports 
from  many  scientific  sources,  proceedings  of  various  conferences  and 
symposia,  and  government  documents  from  a number  of  countries 
other  than  the  United  States — for  example,  the  Interim  Report  of  the 
Canadian  government’s  Le  Dain  Commission.  The  result  is  a concise 
statement  concerning  the  current  state  of  knowledge  in  a perplexing 
and  controversial  area.  For  some  Canadian  (Metropolitan  Toronto) 
prevalence  statistics,  see  the  last  issue  of  Addictions. 
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It  does  not  attempt  to  evaluate  broader  legal,  economic  or; 
social  issues  including  the  consequences  of  law  enforcement1 
for  personal  marihuana  use  even  though  they  are  important' 
and  must  be  considered  in  a complete  discussion  of  the: 
overall  problem. 

As  we  examine  the  drug  in  its  various  natural  and  synthetic  j 
forms,  however,  it  becomes  evident  that  the  deceptively  simple 
question  posed  is  highly  complex  and  marihuana  is  not  a 
single,  simple  substance  of  uniform  type.  It  consists  of  varying 
mixtures  of  different  parts  of  the  plant,  Cannabis  sativa,  with 
psychoactive  properties  ranging  from  virtually  nonexistent  to; 
decidedly  hallucinogenic  in  its  stronger  forms  and  at  high 
doses.  Unfortunately,  much  of  the  discussion  in  lay  and 
sometimes  scientific  forums  ignores  this  very  basic  and  im-| 
portant  fact.  Most  of  our  American  experience  has  been? 
limited  to  the  widespread  relatively  infrequent  use  of  a rather 
weak  form  of  marihuana.  Early  research  dealing  with  the 
drug  is  inevitably  faulted  by  the  fact  that  it  is  difficult  to  be 
certain  just  what  potency  material  was  involved  and  at  what 
dose  level.  Although  the  principal  active  ingredient  in  the! 
plant  is  thought  to  be  Delta-9-tetrahydrocannabinol,  much 
remains  to  be  learned  about  the  chemistry  of  marihuana  and* 
related  substances. 

Even  the  form  in  which  the  drug  is  consumed  may  make 
a difference  in  the  consequences  of  use.  It  is  quite  possible, 
for  example,  that  when  smoked  the  material  taken  into  the! 
body  differs  significantly  from  orally  consumed  drug.  The! 
route  of  absorption,  whether  through  the  lungs  or  digestive 
tract,  may  also  make  a significant  difference  in  the  conse-j 
quences  of  use. 

Data  on  Use 

Virtually  all  of  the  American  data  indicate  that  use  of 
marihuana  has  rapidly  increased  over  the  past  several  years. 
While  the  number  of  those  who  have  tried  the  substance  at, 
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| some  point  in  their  lives  remains  a minority  of  the  population 
it  is  continuing  to  increase  rapidly.  In  some  high  school  or 
college  settings  it  is  virtually  certain  that  a majority  have  at 
least  tried  marihuana.  By  the  end  of  1970  about  one  college 
I student  in  seven  was  using  it  on  a weekly  or  more  frequent 
basis.  High  school  use  has  generally  lagged  behind  that  of 
I colleges  and  universities,  although  in  areas  of  high  use  as 
many  as  a third  to  a half  have  experimented  with  it.  While 
comparable  data  are  not  available  for  non-school  attending 
youth  there  is  reason  to  believe  that  levels  of  use  are  at  least 
comparable  and  for  school  dropouts  are  probably  higher. 
In  some  West  Coast  high  schools  which  have  had  relatively 
high  levels  of  use  there  is  evidence  that  the  increase  in  use 
may  be  decelerating  and  even  declining.  The  likelihood  of 
j continuing,  persistent  use  over  an  extended  period  of  time  by 
large  numbers  is  not  known  at  the  present  time. 

! Middle-class  users  have  tended  to  be  individuals  from 
i higher  income  families  attending  larger,  non-religiously 
affiliated  urban  universities  rather  than  small,  denominational 
colleges.  However,  as  the  number  of  users  increases  they 
become  less  clearly  distinguishable  from  the  more  general 
youthful  population.  As  use  becomes  more  widespread  there 
is  reason  to  believe  still  younger  as  well  as  older  populations 
§ are  becoming  involved. 

[e  1 Rather  than  being  restricted  to  our  own  affluent  society, 
jj{  marihuana  use  as  a recent  source  of  concern  is  a problem  in 
Ij6  many  countries  of  the  world.  In  at  least  three  other  English- 
Vj  speaking  countries  this  concern  has  led  to  the  appointment 
,e.  of  commissions  to  examine  the  problem  and  to  issue  reports 
(Canada,  England  and  Newr  Zealand).  While  in  1956  the 
United  Nations  Commission  of  Narcotic  Drugs  estimated  that 
over  two  hundred  million  people  made  regular  use  of  can- 
| nabis,  it  is  very  likely  the  number  is  now  substantially  larger. 
01  The  bulk  of  this  report  makes  clear  that  while  there  is 
lB  much  yet  to  be  learned  about  cannabis,  there  is  a substantial 
at ! body  of  information  at  present  available.  Much  of  it  is, 
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however,  of  only  limited  immediate  relevance  to  the  question: 
of  the  long-term  health  implications  of  use. 

Subjective  Effects 

A range  of  studies  have  been  conducted  of  the  drug’s  acute 
effects.  As  is  true  of  other  drugs,  generally  the  effects  are, 
closely  related  to  the  amount  that  is  consumed.  There  isj 
general  agreement  that  at  the  usual  levels  of  social  usage  the 
typical  subjective  effects  are:  Alteration  of  time  and  space 
perception,  sense  of  euphoria,  relaxation,  well-being  and  I 
disinhibition,  dulling  of  attention,  fragmentation  of  thought, 
impaired  immediate  memory,  an  altered  sense  of  identity,! 
exaggerated  laughter  and  increased  suggestibility.  Other  less 
common  effects  are  dizziness,  a feeling  of  lightness,  nausea, 
and  hunger.  As  doses  higher  than  the  typical  social  dose  are; 
consumed  more  pronounced  thought  distortions  may  occur: 
including  a disrupted  sense  of  one’s  own  body,  a sense  of 
personal  unreality — of  being  unreal,  visual  distortions,  some- 
times hallucinations  and  paranoid  thinking.  The  more  marked 
distortions  of  reality  or  psychotic-like  symptoms  become  in- j 
creasingly  common  if  the  dosage  used  becomes  extremely! 
high.  Most  users  smoke  to  the  point  of  “high”  which  they) 
find  pleasurable  and  at  which  they  are  able  to  control  the 
effect.  It  is,  however,  difficult  to  predict  individual  reactions. 
Rarely,  individuals  may  become  quite  anxious  or  panicky  on. 
even  low  doses.  When  eaten,  effects  are  less  predictable  and 
more  difficult  for  the  user  to  control. 

In  addition  to  the  amount  of  the  drug  that  is  consumed,! 
the  set  and  setting  of  use  are  important  factors  in  determining; 
marihuana’s  subjective  effects.  Set  refers  to  the  attitudes, 
mood,  expectations  and  beliefs  which  the  individual  brings 
to  the  drug  using  experience.  Setting  represents  the  external 
circumstances  surrounding  the  experience.  Thus  a relatively; 
emotionally  neutral  laboratory  setting  may  evoke  very  dif-j 
ferent  responses  at  a given  dose  level  than  might  a more 
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I ypical  setting  of  social  usage  surrounded  by  other  drug  users. 
\ situation  in  which  the  individual  is  depressed  or  appre- 
hensive about  the  drug’s  effects  differs  markedly  from  one  in 
vhich  the  user  is  more  sanguine  and  looks  forward  to  the 
te  irug  experience  with  eager  anticipation.  The  degree  of  per- 
re  ;onality  integration,  psychological  rigidity  and  the  presence 
is  >r  absence  of  psychopathology  are  all  important  contributors 

* o one’s  subjective  reactions  to  marihuana  or  other  psycho- 

* ictive  drugs. 

id  All  of  these  psychological  aspects  also  play  a role  in  what 
it,  s often  referred  to  as  the  “placebo  effect.”  The  placebo  effect 

I s the  response  to  the  substance  based  not  on  its  pharmoco- 
ss  ogical  activity  but  on  the  totality  of  expectations  brought 
a,  ibout  by  the  set  and  setting  of  use.  It  is  not  uncommon  for 
it  ndividuals  consuming  a psychoactively  inert  material  to 
oi  experience  subjective  effects  which  they  erroneously  attribute 
o(  :o  an  active  drug.  This  same  placebo  effect  may  complicate 
e-  *esults  in  a laboratory  setting,  in  which  the  placebo  is  so 
ad  compounded  as  to  resemble  the  active  material  in  all  respects 
n-  except  for  the  presence  of  the  psychoactive  constituents.  Par- 
:1|  ticularly  at  low  doses,  it  may  be  difficult  to  be  certain  to  what 
ej  extent  an  effect  is  brought  about  by  the  drug  itself  or  placebo 
lie  effects. 

is,  | 

011  °hysiological  Effects  of  Acute  Marihuana  Use 

II  Physiological  changes  accompanying  marihuana  use  at 
, ypical  levels  of  American  social  usage  are  relatively  few. 
' One  of  the  most  consistent  is  an  increase  in  pulse  rate. 

Another  is  reddening  of  the  eyes  at  the  time  of  use.  Dryness 
esOf  the  mouth  and  throat  are  uniformly  reported.  Although 
’^enlargement  of  the  pupils  was  an  earlier  impression,  more 
l careful  study  has  indicated  that  this  does  not  occur.  Blood 
bressure  effects  have  been  inconsistent.  Some  have  reported 
’slightly  lowered  blood  pressure  while  others  have  reported 
3I£  small  increases.  Basal  metabolic  rate,  temperature,  respiration 
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rate,  lung  vital  capacity  and  a wide  range  of  other  physio- 
logical measures  are  generally  unchanged  over  a relatively 
wide  dosage  range  of  both  marihuana  and  the  synthetic  form 
of  the  principal  psychoactive  agent,  delta- 9-THC. 

Neurological  examinations  consistently  reveal  no  major 
abnormalities  during  marihuana  intoxication.  However,  some 
investigators  have  found  a small  decrease  in  leg,  hand  and 
finger  strength  at  higher  dosages.  Some  decrease  in  hand 
steadiness  and  the  ability  to  maintain  balance  occurs  as 
dosages  increase.  Although  users  often  report  enhanced 
sensory  awareness  in  the  drugged  state,  objectively  measure- 
able  improvements  in  visual  acuity,  brightness  discrimination, 
touch  discrimination,  auditory  acuity,  olfactory  threshold  or 
taste  discrimination  have  not  been  found.  Some  small  changes 
in  electroencephalograph  (EEG)  findings  have  been  detected 
but  the  significance  of  these  results  is  in  doubt. 

From  the  standpoint  of  lethality,  cannabis  products  must 
be  counted  among  the  safer  of  the  drugs  in  widespread  use. 
Death  directly  attributable  to  the  drug’s  effects  is  extremely 
rare  even  at  very  high  doses. 

j 

Acute  Psychotic  Episodes 

Acute  psychotic  episodes  precipitated  by  marihuana  intoxi-  j 
cation  have  been  reported  by  a number  of  investigators. 
These  appear  to  occur  infrequently,  usually  at  high  dosages,  | 
but  may  occur,  even  at  levels  of  social  usage,  in  particularly 
susceptible  individuals.  Heightened  susceptibility  appears  to  i 
be  more  likely  in  those  who  have  previously  had  a marginal 
psychological  adjustment  especially  in  the  presence  of 
excessive  stress. 

Intellectual  and  Motor  Performance 

Changes  in  time  sense  have  definitely  been  shown  to  take 
place  during  marihuana  intoxication.  There  is  a tendency  to 
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Overestimate  the  passage  of  time  particularly  while  engaged 
n some  activity. 

A wide  range  of  tests  of  intellectual  functioning  and  of 
)sychomotor  performance  (the  ability  to  precisely  coordinate 
sensory  perception  and  muscular  performance)  have  been 
;arried  out  under  conditions  of  intoxication.  As  might  be 
expected,  the  degree  of  impairment  is  dose  related.  It  also 
varies  during  the  period  of  intoxication. 

) Generally,  the  more  complex  and  demanding  the  task  to  be 
performed  the  greater  is  the  degree  of  impairment.  Simple 
md  very  familiar  tasks  such  as  reciting  the  alphabet  or 
repeating  a brief  series  of  numbers  are  least  likely  to  be 
iffected  at  relatively  low  dose  levels.  As  the  task  becomes 
more  complicated,  however,  decrements  in  performance  do 
become  apparent.  Inexperienced  users  tend  to  show  greater 
decrements  than  do  experienced  marihuana  users. 

Because  of  the  importance  the  automobile  assumes  in  our 
society,  the  effect  of  marihuana  on  driving  performance  is  of 
fundamental  interest.  One  widely  reported  finding  using  a 
i driver  simulator  was  that  the  performance  of  marihuana 
using  drivers  was  equal  on  the  average  to  that  of  a non- 
intoxicated  control  group.  It  is,  however,  important  to  note 
that  this  was  based  on  a single  study  of  intoxicated  drivers 
under  test  conditions  that  might  be  expected  to  be  highly 
motivating.  In  addition,  half  the  drivers  in  the  experimental 
group  did  more  poorly  than  did  the  control  group.  This 
suggests  that  the  ability  to  compensate  for  the  effects  of 
marihuana — to  suppress  the  “high” — may  differ  markedly 
from  individual  to  individual.  The  relevance  of  this  work  to 
more  typical  driving  conditions  is  not  known. 

It  is  noteworthy  that  in  another  series  of  studies  not 
directly  concerned  with  driving,  marihuana  intoxicated  sub- 
jects consistently  answered,  “No!”  when  asked,  “Do  you 
think  you  could  drive  a car  now?”.  Preliminary  results  of  a 
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study  of  attention  skills  believed  to  be  among  the  best  pre- 
dictors of  actual  driving  performance  have  shown  performance 
decrements  under  marihuana  use  similar  to  those  found  when 
drivers  have  consumed  moderate  amounts  of  alcohol.  Addi- 
tional much  needed  research  on  driver  performance  and  other 
complex  motor  tasks  is  currently  in  progress. 

Marihuana  users  consistently  report  that  their  short-term 
and  immediate  memory  while  under  the  influence  of  the  drug 
is  interfered  with.  Systematic  research  evaluation  generally 
confirms  this.  More  complex  functions  such  as  learning  a 
number  code,  using  such  a code  for  encoding  a series  of 
numbers,  understanding  a written  paragraph  or  spoken  speech 
are  all  interfered  with  even  at  the  moderate  levels  of  typical 
American  social  usage.  This  is  believed  to  reflect  difficulty  in 
retaining,  coordinating  and  indexing  over  time  those  memories, 
perceptions  and  expectations  demanded  by  the  task  being 
performed. 


li: 


Marihuana  and  Birth  Defects 

A basic  concern  with  any  drug  substance  coming  into  wide 
use  is  the  possibility  that  it  may  affect  fetal  mortality  or  fetal 
development  (i.e.  may  be  teratogenic)  in  such  a way  as  tolft, 
bring  about  abnormal  offspring  of  pregnant  users.  It  may  jr3 
also  conceivably  affect  unborn  generations  by  causing  chro- 
mosomal changes  (i.e.  may  be  mutagenic)  that  persistently 
alter  the  genetic  heritage.  Thus  far  there  is  little  evidence  that 
marihuana  or  related  materials  do  this.  While  preliminary 
studies  of  the  effects  of  injecting  relatively  large  quantities  of 
cannabis  or  related  substances  have  found  some  indication  ofj 
fetal  abnormalities  in  rats,  other  researchers  have  been  unable,  k 
to  duplicate  such  findings.  There  is  no  evidence  to  suggest;  K 
that  marihuana  use  in  humans  affects  fetal  development. 
Despite  the  present  absence  of  such  evidence,  it  is  obviously 
unwise  for  anyone  to  use  any  drug  of  unknown  teratogenic^ 
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r mutagenic  properties  during  the  child  bearing  years.  Use 
uring  pregnancy  is  particularly  unwise. 

ffects  of  Long-term  Chronic  Use 

While  a good  deal  is  known  about  the  acute  effects  of 
annabis  use  and  the  laboratory  findings  to  date  generally 
orrelate  well  with  user  reports,  much  less  is  known  about 
lie  implications  of  long-term  chronic  use.  In  few  experimental 
tudies  has  marihuana  been  administered  to  humans  for 
xtended  periods.  These  periods  have  been  limited  at  most 
a a few  weeks.  In  addition,  earlier  studies  of  both  acute  and 
hronic  use  have  provided  no  indication  of  the  exact  amounts 
>f  psychoactive  material  involved  and  so  it  is  difficult  to 
ompare  those  findings  with  those  of  contemporary  research. 
)ver  a period  of  just  under  six  weeks,  one  investigator  found 
nly  small  physiological  changes  when  individuals  were  per- 
litted  to  consume  the  drug  freely  in  whatever  quantity  they 
hose.  A daily  mean  of  17  cigarettes  each  was  consumed  by 
tiis  group  of  prisoners.  There  was  some  mild  confusion 
nder  those  conditions  of  continued  intoxication  with  slight 
mpairment  of  performance  on  general  intelligence  testing 
luring  the  period.  While  mild  changes  in  electroencephalo- 
;raph  findings  were  found,  these  returned  to  normal  five  days 
[fter  discontinuing  the  drug.  There  was  no  evidence  of  with- 
drawal effects  (i.e.  physical  symptoms  precipitated  by  dis- 
ontinuing  the  drug)  after  this  duration  of  use. 

It  should  be  emphasized  that  early  attempts  at  evaluating 
he  effects  of  long-term  use  of  cannabis  suffer  from  multiple 
cientific  defects.  Whether  they  tend  to  indict  or  to  absolve 
|;annabis  from  causing  chronic  physical  or  psychosocial  con- 
equences,  it  is  difficult  to  be  certain  of  the  validity  of  their 
Observations.  The  Indian  Hemp  Commission  Report,  for 
xample,  although  a careful,  systematic  study  for  its  day 
^the  1890’s),  can  hardly  be  regarded  as  meeting  modern 
epidemiological  research  standards.  Subsequent  studies  such 
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as  those  of  the  group  appointed  by  the  then  Mayor  LaGuardiaj  nfe 
in  New  York  City  can  also  be  easily  faulted  for  their  scien 
tific  deficiencies.  While  psychoses  presumably  resulting  fronolal 
heavy  cannabis  use  have  been  reported,  these  studies  do  nol|  ears 
generally  meet  modern  scientific  standards. 

The  fact  that  there  are  many  worldwide  reports  of  heavy 
chronic  cannabis  use  resulting  in  loss  of  conventional  moti 
vation  and  in  social  indifference  is  of  particular  interest  ir 
that  there  are  now  some  reports  of  somewhat  similar  finding! 
among  American  heavy  users  of  marihuana.  Unfortunately 
American  use  patterns  are  frequently  contaminated  by  the' 10 
use  of  other  drug  substances,  making  interpretation  difficult 
It  is  not  certain  to  what  degree  this  “amotivational  syndrome’ 
is  the  result  of  marihuana  use  per  se  or  of  a tendency  foi  '2r 
those  who  lack  conventional  motivation  to  find  drugs  un  It 
usually  attractive.  If  one  confines  his  use  of  the  term  to  $ tee 
description  of  the  present  American  scene  one  must  conclude  or! 
that  present  evidence  does  not  permit  the  establishment  oh 
a causal  relationship  between  marihuana  use  and  the  amoti  low 
vational  syndrome.  There  is,  however,  increasing  evidence  ly 
that  frequent,  heavy  marihuana  use  is  correlated  with  a loss  lie 
of  interest  in  conventional  goals  and  the  development  of  i tor 
kind  of  lethargy.  Research  in  humans  is  being  conducted  ir  is 
an  attempt  to  determine  to  what  extent  this  observed  cor  m 
relation  is  due  to  alteration  in  brain  functioning. 

The  issue  of  long-term  mental  deficit  is  an  exceedingly 
complex  one  in  which  the  lack  of  sufficiently  sophisticatec 
methodology  may  be  crucial.  The  problem  of  determining  |tu 
harmful  effects  of  chronic  use  and  especially  of  psychologica 
harm  as  a result  of  using  a drug  substance  whose  effectfc 
are  not  dramatic  is  very  difficult.  Unless  the  type  of  deficit  ij  bi 
especially  distinctive,  it  is  likely  that  the  same  symptoms  wil 
be  exhibited  by  many  non-drug  users.  Furthermore,  unlesj 
the  harm  done  to  the  user  is  so  gross  as  to  be  noticeable  in  i\ ; , 
high  percentage  of  users,  it  may  readily  be  attributed  to  othei 


42 


di  [ctors  such  as  poverty  or  poor  nutrition.  Tobacco  furnishes 
ei  1 apt  example  of  the  difficulties  encountered  in  demon- 
01  rating  even  physical  hazards  of  use.  It  was  only  after  many 
m ;ars  of  use  by  a substantial  segment  of  the  population  that 
e role  of  smoking  in  the  development  of  various  types  of 
vj  seases  was  recognized.  It  should  be  noted  that  concern  has 
ojj  jen  expressed  that  marihuana  when  smoked  in  large  quan- 
j :ies  might  be  expected  to  have  similar  carcinogenic  effects 
m » those  associated  with  cigarette  smoking.  There  is,  however, 
j d present  evidence  to  suggest  that  marihuana  is  cancer- 
§ *oducing. 
ul 

I1C 

fo  larihuana  and  the  Use  of  other  Drugs 

i j It  is  generally  conceded  that  marihuana  use  does  not 

3 bcessarily  lead  directly  to  the  use  of  other  drugs.  On  a 
nd  orldwide  basis  there  is  little  evidence  of  a progression  from 
c Le  use  of  marihuana  to  that  of  opiates  or  hallucinogens, 
ot  bwever,  those  who  find  use  of  marihuana  highly  attractive, 
nc  lay  also  be  attracted  to  the  use  of  other  drug  substances 
los  jhich  may  be  popular  among  their  peers.  These  may  include 
f jronger  hallucinogens,  amphetamines  and  the  opiates.  While 
I in  is  true  that  a high  percentage  of  heroin  addicts  have  used 
di  iarihuana  as  well,  most  marihuana  users  both  here  and 

oroad  do  not  appear  to  be  attracted  to  the  use  of  heroin. 

4 

its 

no  uture  Research  Directions 

ics  | It  is  evident  that  much  remains  to  be  learned  about  mari- 
eci  luana,  hashish  and  related  materials.  Little  is  as  yet  known 
it  i bout  the  implications  of  chronic  use  particularly  at  lower 
wi  bse  levels  and  less  frequent  intervals.  Although  much  can 
lies  e learned  from  animal  research,  in  the  final  analysis  the 
in  lost  crucial  information  with  respect  to  long-term  human 
thf  ise  can  only  be  obtained  by  careful  observations  of  chroni- 
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cally  using  groups  here  and  abroad.  Such  research  is  currently 
being  carried  out. 

It  is  important  that  we  learn  more  about  the  possible 
interactions  between  marihuana  use  and  that  of  a wide  range 
of  other  drugs.  This  includes  not  only  such  drug  substances 
as  caffeine,  tobacco  and  alcohol,  but  also  other  drugs  of  abuse  ^ 
and  a wide  spectrum  of  therapeutically  employed  drugs.  As 
use  of  marihuana  comes  to  include  a wider  spectrum  of  the 
population  it  is  important  that  we  learn  its  effects  on  those 
whose  physiological  functioning  is  to  some  degree  impaired 
or  who  suffer  from  physical  or  psychological  disabilities. 
Such  effects  must  be  studied  over  a wide  dosage  range  and 
in  various  use  patterns. 

From  a psychosocial  point  of  view  it  is  essential  that  wei 
come  to  better  understand  the  different  patterns  of  drug  use, 
their  implications  for  social  functioning  and  those  factors^ 
which  contribute  to  such  use.  These  include  parental  attitudes 
child  rearing  practices  and  peer  pressures  as  well  as  thoseAn 
aspects  of  subcultural  and  cultural  practices  that  may  affect); 
use.  Finally,  it  is  imperative  that  we  determine  what  are  more 
effective  prevention  and  education  techniques  that  serve  to 
avert  drug  abuse  of  all  types  including  that  of  marihuana. 


Ce  sommaire  des  connaissances  actuelles,  concernant  les  consequence^  t 
possibles  de  l’utilisation  de  la  marihuana  sur  la  sante,  fut  tout  d'aborq 
prepare  puis  publie  par  l’lnstitut  National  des  Maladies  Mentales 
d’apres  un  rapport  soumis  au  Congres  vers  le  debut  de  l’annee  1971 
par  le  secretaire  du  ministere  de  la  sante,  de  l’education  et  du  bien- 
etre  aux  Etats-Unis. 


Les  auteurs  ont  clairement  determine  que,  bien  qu’une  somme  con) 
siderable  d’informations  soit  desormais  disponible  sur  la  marihuana® 


a; 
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s aspects  particuliers  tels  que  les  implications,  a long-terme  sur  la 
mte,  de  son  utilisation  demeurent  encore  obscurs. 

Bien  que  peu  de  changements  physiologiques  aient  ete  constates 
fez  les  utilisateurs  de  la  marihuana,  plusieurs  effets  subjectifs  ont 
3 enregistres.  Ceux-ci  varient  depuis  un  sentiment  de  bien-etre  ou 
“excitation”  a des  symptomes  similaires  de  derangement  mental, 
fferents  selon  l’utilisateur,  la  dose  et  Fatmosphere  dans  laquelle  elle 
ete  consommee.  Des  manifestations  d’alienation  aigiie  ont  ete 
alement  rapportees,  bien  que  non  frequentes  et  ne  survenant 
it’apres  consommation  de  doses  elevees.  Chez  des  indi vidus  particu- 
|:rement  sensibles,  cependant,  ces  memes  manifestations  peuvent  etre 
nstatees  a des  niveaux  moins  eleves  d’utilisation.  Difficulte  d’eva- 
jation  du  temps  et  affectation  du  fonctionnement  intellectuel  aussi 
en  que  de  la  coordination  de  la  perception  sensorielle  ont  ete 
nstatees  pendant  la  periode  d’intoxication  par  la  marihuana.  Le 
jgre  de  cette  affectation  varie  pendant  la  periode  de  l’intoxication  et 
t relative  tant  a la  dose  consommee  qu’a  la  difficulte  de  la  tache  a 
complir.  Plusieurs  utilisateurs  ont  egalement  enregistre  d’affectation 
! la  memoire  (immediate  et  a court  terme)  pendant  qu’ils  se  trou- 
.ient  sous  l’influence  de  la  drogue.  Des  recherches  imperativement 
:cessaires  sont  actuellement  en  progres  quant  aux  effets  de  la 
larihuana  sur  les  conducteurs  de  voitures  et  autres  moteurs  plus 
mplexes. 

ill  n’a  pas  ete  prouve  que  l’utilisation  de  la  marihuana  par  l’etre 
imain  joue  un  role  dans  la  mortalite  ou  le  developpement  du  foetus 
i point  de  causer  des  naissances  anormales  (effets  teratogeniques)  ou 
affecter  les  generations  a venir  par  des  modifications  de  chromo- 
mes  pouvant  deranger,  a la  longue,  l’heredite  genetique  (effets  de 
lutation).  En  depit  de  Fabsence  d’une  telle  evidence,  les  auteurs  sont 
•nvaincus  qu’il  est  imprudent  pour  quiconque  de  s’adonner  a quel- 
ie  drogue  que  ce  soit,  aux  proprietes  teratogeniques  et  mutatives 
rndant  les  annees  de  fertilite,  et  tout  specialement,  pendant  une 
ossesse.  Bien  que  l’utilisation  de  la  marihuana  ne  signifie  pas 
:cessairement  que  ses  utilisateurs  passeront  automatiquement  a l’uti- 
:ation  d’  autres  drogues,  il  est  possible  que  les  consommateurs  de 
|arihuana  ayant  trouve  satisfaction  dans  cette  drogue  seront  attires 
ir  d’autres,  populaires  parmi  ses  pareils. 

: En  conclusion,  les  auteurs  insistent  sur  la  necessity  de  recherches 
mtinues  dans  le  domaine  de  l’utilisation  chronique  et  a long  terme 
' la  marihuana;  sur  les  interactions  possibles  entre  la  marihuana  et 
s autres  drogues;  sur  les  effets  de  la  marihuana  sur  des  personnes 
lysiquement  ou  psychologiquement  faibles;  et  sur  les  differents 
;emples  d’utilisation  de  la  drogue,  les  raisons  y contribuant  et  leurs 
liplications  pour  un  fonctionnement  social. 
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The  Forgotten  Children 


A paperback  book  by  R.  Margaret  Cork 


This  is  the  second  printing  of  a book  about  115  children  who 
were  interviewed  by  Margaret  Cork,  the  social  worker  who 
heads  the  Addiction  Research  Foundation’s  Youth  Counselling 
Service  in  Toronto.  All  of  these  children  came  from  the  homes 
of  alcoholics,  and  most  of  them  have  disturbing  stories  to  tell. 
Miss  Cork  says  these  children  need  help.  She  believes  they 
should  have  it,  whether  or  not  their  parents  are  willing  to 
accept  help  for  themselves.  The  fact  that  Ontario  is  estimated 
to  have  some  120,000  alcoholics,  many  of  whom  are  parents, 
points  up  the  magnitude  of  the  problem.  95  cents. 


The  Pursuit  of  Intoxication 


A new  paperback  book  by  Andrew  I.  Malcolm 

! c 

Dr.  Malcolm  has  been  a staff  psychiatrist  with  the  Addiction  ; H 
Research  Foundation  for  eight  years.  His  book  examines  the  j 
many  reasons  why  people  have  used  and  continue  to  use  the  ; 3 


psychoactive  drugs.  These  reasons  are  examined  under  five  main 


headings:  Religion,  Medicine,  Endurance,  Extinction,  and  ; ^ 
Recreation.  The  book  not  only  has  something  to  say  about  all  ' p 
drugs  in  current  use;  it  also  attempts  to  place  the  use  of  these  $ 


drugs  in  historical  perspective.  $2.50. 
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Drugs,  Society,  and  Personal  Choice 

A new  paperback  book  by 
Harold  Kalant  and  Oriana  Josseau  Kalant 

This  is  a book  designed  to  help  people — as  individuals,  as 
family  members,  and  as  policymakers — to  arrive  at  fully  in- 
formed, balanced,  reasonable  decisions  about  drugs.  Many 
scientists  today  are  concerned  that  their  work  should  contribute 
to  this  process.  Dr.  Harold  Kalant  is  Associate  Director  of  Re- 
search and  his  wife,  Dr.  Oriana  Kalant,  is  a Research  Scientist 
at  the  Addiction  Research  Foundation.  They  wish  to  provide 
through  this  book  data  and  ways  of  dealing  with  data  that  will 
assist  responsible  citizens  in  achieving  a perspective  that  can 
lead  to  an  appropriate  decision.  $1.95. 


The  Forgotten  Children  and  Drugs,  Society  and  Personal 
Choice  are  published  by  PaperJacks,  a division  of  General 
Publishing  Company,  30  Lesmill  Road,  Don  Mills,  Ontario  in 
association  with  the  Addiction  Research  Foundation  of 
Ontario.  The  Pursuit  of  Intoxication  is  published  by  the 
Addiction  Research  Foundation  and  distributed  by  Paper- 
Jacks.  Copies  of  these  books  are  available  at  book  stores 
and  from  General  Publishing.  They  may  also  be  obtained 
by  writing  to  the  Addiction  Research  Foundation,  Com- 
munication Programs  Division,  33  Russell  Street,  Toronto 
179,  Ontario.  When  ordering  any  of  these  books  from  the 
Foundation,  please  enclose  with  your  order  $2.00  for  Drugs, 
Society  and  Personal  Choice,  $1.00  for  The  Forgotten  Chil- 
dren, or  $2.50  for  The  Pursuit  of  Intoxication. 
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Other  Publications  Available  from  ARF 


On  page  15  we  listed  the  Addictions  reprints  that  are  available 
from  Foundation  offices;  on  pages  45  and  46  you  will  find 
advertisements  for  three  books  by  ARF  staff  members.  Listed 
below  are  publications  other  than  the  reprints  that  residents  of 
Ontario  may  obtain  from  any  ARF  office  free  of  charge  in 
reasonable  quantities. 

ARF  Research  on  Drugs  Other  Than  Alcohol 
Alcohol  and  Its  Effects 
Alcoholism  and  the  Family 

Appendices  to  the  Nineteenth  Annual  Report  (1969) 

Drinking  Can  Be  Fun 

Facts  About  Alcohol  (English  and  French) 

Facts  About  Amphetamines  (English  and  French) 

Facts  About  Barbiturates  (English  and  French) 

Facts  About  Cannabis  (English  and  French) 

Facts  About  LSD  (English  and  French) 

Facts  About  Opiates  (English  and  French) 

Facts  About  Solvents  (English  and  French) 

Facts  About  Tranquillizers  (English  and  French) 

A l’intention  des  parents  soucieux 
Handbook  for  Parents  About  Drugs 
If 

Letter  to  Management  Men  Concerned  About  Alcoholism 
Among  Employees 

LSD:  Problems  and  Promise  (English  and  French) 
Management  Can  Help  the  Problem  Drinker 
Mood-Modifying  Drugs  Prescribed  in  a Canadian  City 
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The  Unforgettable  Dr.  Jellinek 

By  Robert  R.  Robinson 

Dr.  E.  M.  Jellinek  is  generally  regarded  as  the  pioneer  and 
dean  of  research  scientists  in  the  field  of  alcoholism.  Born  in 
New  York  City  in  1890,  he  died  at  his  desk  at  Stanford 
University  October  22,  1963. 

When  Dr.  Jellinek  retired  in  1958  from  his  post  as  consult- 
ant on  alcoholism  to  the  World  Health  Organization,  he 
became  associated  with  the  Research  Division  of  the  Addic- 
tion Research  Foundation.  He  remained  an  honorary  con- 
sultant to  this  Foundation  until  the  time  of  his  death. 

he  egg-shaped  little  man  in  the  rumpled  suit,  his  gnome-like 
ead  haloed  in  an  awkward  hearing  aid  holder,  slumped  doz- 
ig  at  the  conference  table.  Discussion  of  a particularly  com- 
ex  case  concluded  and  the  assembled  clinical  team  turned 
cpectantly  toward  the  master  for  the  last  word.  Right  on  cue, 
»r.  Jellinek  switched  on  his  hearing  aid  — and  his  warm, 
/inkling  smile  — and  chose  the  appropriate  words,  instinc- 
vely,  from  his  incredible  store  of  data  about  alcoholism  and 
coholics.  No  computer  could  have  retrieved  the  information 

[r.  Robinson  is  Creative  Director  in  the  Communication  Programs 
ivision  of  the  Addiction  Research  Foundation. 
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faster  or  with  greater  discrimination,  nor  could  it  have  cor 
related  the  findings  with  such  wit  and  wisdom  and  deliver^  ' 
them  in  any  one  of  nine  languages. 


Dr.  E.  M.  Jellinek,  patron  saint  of  alcoholics  around  m y 


th 


in 


world,  is  the  only  living  legend  I have  known.  He  was 
character  and  he  is  unforgettable.  “Bunky”  lives  on  in  th 
memory  of  the  many  he  loved  and  helped,  and  he  is  certain! 
not  forgotten  by  the  few  whom  he  hated  and  despised. 


Ordinarily  of  a calm  and  sweet  disposition,  he  could  bi 


inflamed  by  evidence  of  what  he  considered  unethical  practic 
on  the  part  of  a colleague  who  “sold  out  to  the  liqucfc 
interests.”  I also  saw  him  fly  into  a towering  rage  one  da  B(j 
when  we  were  previewing  a short  movie  entitled  To  You  i 
Very  Good  Health  that  had  been  made  by  a distilling  coi  ^ 
poration.  (The  title  of  Dr.  Jellinek’s  own  classic  Worl  |( 
Health  Organization  film  had  been  To  Your  Health.)  Ther  |c 
is  no  record  of  what  he  said  to  the  producer,  but  I gathere  ® 
at  the  time  that  Dr.  Jellinek  had  made  his  feelings  crysfi  |c 
clear.  He  certainly  was  not  pleased  either  by  the  similaril  tiv 
in  titles  or  by  the  content  of  the  corporation’s  movie.  i 1 

Not  that  Jellinek  was  a dry-eyed,  pinch-nosed  prohibition  fil) 
ist.  By  no  means.  He  readily  recognized  the  many  healthfu 
pleasurable  uses  of  all  that  was  fermented,  brewed,  and  di; 
tilled.  What  he  objected  to  was  the  lack  of  objectivity,  ofte 
the  downright  dishonesty  of  those  who  took  a one-sided  vie 
of  this  distinctly  two-sided  matter.  He  argued  vehement 
against  those  who  said  that  alcohol  is  the  root  of  all  evil  arj 
must  be  destroyed;  but  I recall  his  observing  one  day  th 
public  opinion  had  swung  too  far  the  other  way.  “After  a 
you  can’t  become  an  alcoholic  without  drinking  alcohol. 

Although  he  was  not  a prohibitionist,  Jellinek’s  intellectuA^ 
honesty  caused  him  to  point  out  that  alcoholism  afflicted  fewt 
Americans  during  the  trying  years  of  speakeasies,  gangster 
and  bathtub  gin  and  immediately  after,  than  in  the  freer  flo\|„'i 
ing  decades  that  have  followed. 


:: 
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hy  "Bunky”? 

; “Bunky”  seems  a strange  name  for  a man  who  never  talked 
Link  in  his  life.  I asked  him  once  where  it  came  from,  and  he 
fiid:  “Well,  you  see,  I have  always  had  a passion  for  radishes, 
id  in  our  house  radishes  were  nicknamed  ‘bunkies.’  One 
ay  when  I was  pestering  my  father  to  pass  them  to  me  for 
lie  umpteenth  time  he  ceremoniously  brandished  the  dish  and 
abbed  me  ‘Bunky.’  So  I’ve  been  Bunky  for  nearly  seventy 
;ars  since.” 

It  is  doubtful  whether,  without  looking  it  up  in  official 
cords,  even  his  best  friends  would  have  known  that  his  full 
lid  proper  name  was  Elvin  Morton  Jellinek,  M.Ed.,  Sc.D., 
id  it  is  doubtful  whether  they  would  have  known  what 
agrees  he  held,  nor  did  it  matter.  Bunky  himself  always 
blieved  that  it  was  the  person  who  counted,  not  the  formal 
ilucation.  “Good  novelists  are  the  best  sociologists,”  he  said 
le  day  when  we  were  talking  about  qualifications  for  carry- 
ig  on  research  into  drinking  behavior.  “If  you  really  want  to 
low  about  how  people  used  alcohol  in  such  and  such  a time 
id  place,  get  hold  of  a few  good  novels  of  the  period  and 
jialyze  what  they  say  about  the  way  people  drink.” 

I Sense  of  Whimsy 

This  funny  little  man,  who  looked  very  like  the  caricature 
: a research  scientist  depicted  in  his  WHO  cartoon  film 
)out  alcohol  and  alcoholism,  might  have  made  a superlative 
ivelist  himself.  And  for  all  his  years  he  would  have  been 
bry  much  in  tune  with  the  times  were  he  writing  today,  be- 
rfl'  use  he  had  a whimsical,  satiric  sense  of  humor  to  balance 
e uncompromising  realism  with  which  he  saw  life.  Over  the 
cti  bars  he  did  compose  innumerable  fantasies  and  send  them 
:e«  [rough  the  mail  as  his  means  of  keeping  in  touch  with  his 
lughter  by  his  first  marriage.  He  told  me  one  or  two  of  the 
nciful  plots,  but  I never  saw  them  in  writing.  They  repre- 
nted  yet  another  side  of  his  infinitely  varied  personality. 
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The  sort  of  thing  that  set  him  chuckling  like  a delighted  | 
child  was  the  accident  he  witnessed  on  a California  through-,  | 
way  where  a tanker  truck  loaded  with  glue  overturned  and  , 
spread  stickum  all  over  the  pavement.  “Now  that  was  a traffic  j! 
jam,”  he  gleefully  reported. 

The  Ultimate  Compliment  i| 


no 
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Improbable  though  it  might  have  appeared  at  first  glance 1 
Bunky  held  a peculiar  fascination  for  women;  and  they  fo 
him.  Indeed,  prior  to  his  last  marriage  in  his  late  sixties, 
recall  his  showing  me  a snapshot  of  a beautiful  senorita  whon 
he  had  gallantly  rescued  from  a hotel  desk  clerk  who  did  nofe 
speak  Spanish.  “Very  fortunately  I was  able  to  translate  foj 
her,”  he  twinkled.  “Maybe  we  will  get  married  when  I 
back  to  Europe.”  He  showed  the  picture  as  proudly  as  an]  ns 
infatuated  schoolboy.  ) A 

The  secret  ingredient  in  his  mysterious  power  over  womej  iroj 
was  his  interest  in  them  as  real  people,  personalities  in  thei  |y 
own  right,  not  merely  as  female  objects  to  be  pursued.  I kno^i  k 
this  because  I have  seen  him  focus  the  same  degree  of  atter,  ® 
tion  on  women  who  were  old  and  ugly  as  on  their  youngej  fe 
prettier  sisters.  Totally  unselfconscious  himself,  he  was  ablipp 
to  pay  them  the  ultimate  compliment  of  complete  attention  A fNi 
seasoned  with  an  Old  World  courtesy  and  sophistication.  Thj  k 
same  ability  to  concentrate  on  other  people  — men  as  well  i |fo 
women  — also  helped  Jellinek  to  deal  with  alcoholics.  j ® 
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Public  Understanding  and  Respectable  Treatment 
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One  of  the  early  pioneers  in  the  field  who  fell  und 
Bunky’s  compelling  influence  was  Mrs.  Marty  Mann,  tl 
dynamic  founder  of  the  National  Council  on  Alcoholisj  ^ 
in  New  York.  In  early  1944,  five  years  after  her  own  recover 
Mrs.  Mann  went  to  New  Haven  to  see  Dr.  Jellinek  and  tlj 
late  Dr.  Howard  W.  Haggard,  with  him  co-founder  of  tl 
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rale  Center  of  Alcohol  Studies.  They  listened  to  her  vision 
f an  organization  to  bring  public  understanding  and  respect- 
able treatment  to  alcoholism,  and  they  encouraged  her  and 
bached  her  for  the  job  she  felt  she  had  to  undertake.  Today 
Wty  gives  Bunky  great  credit  for  teaching  and  guiding  her 
irough  those  difficult  years. 

“The  Jellineks  invited  me  to  stay  in  their  home,”  Mrs. 
lann  recalled  recently.  “Bunky’s  lectures  about  alcoholism 
|nd  alcoholics  would  begin  over  the  morning  coffee.  He  pro- 
vided me  with  a full  university  course  in  a matter  of  weeks. 
iVTiat  a wonderful  giant  of  a man  he  was.” 

’ Bunky  had  many  achievements  to  his  credit  in  alcoholism 
esearch,  treatment,  and  education.  His  was  the  famous  “Jel- 
nek  estimation  formula”  by  which  the  prevalence  of  alcoho- 
sm  in  a population  could  be  dependably  approximated.  He 
fas  the  author  of  The  Disease  Concept  of  Alcoholism  with  its 
phonal  classification  of  familiar  species  of  the  disorder.  He 
proposed  a “vulnerability-acceptance  hypothesis”  to  explain 
fhy  alcoholics  in  countries  that  have  a low  acceptance  of 
rinking  are  often  much  more  upset  people  than  those  in 
jountries  where  drinking  is  looked  upon  with  great  approval, 
’hen  there  was  his  famous  “Jellinek  doodle”  in  which  he 
raphically  captured  the  life  history  of  the  predominant  type 
f North  American  alcoholic.  He  wrote  dozens  of  papers,  con- 
bived  and  executed  innumerable  research  projects,  and  in- 
ipired  others  to  carry  out  many  times  this  number  of  signifi- 
ant  undertakings.  Most  of  all,  however,  he  loved  to  prowl 
| irough  rare  old  books  and  manuscripts  in  Greek  and  Latin 
1 search  of  ever  more  data  about  the  symbolism  inherent  in 
lie  act  of  drinking. 

ID 

1 1 he  Magic  in  Alcohol 

|V;  A prolific  writer  on  many  aspects  of  alcohol  and  alcohol- 

dl  m,  Bunky  could  never  quite  bring  himself  to  commit  to 


paper  his  continually  evolving  theories  about  this  symbolism*® 
He  intended  to  do  this  as  a major  article  in  the  Encyclopediii 
of  Alcohol  Problems  upon  which  he  was  working  at  Stanford 
University  at  the  time  of  his  death  eight  years  ago.  Regret  Bi 
tably  this  paper  was  never  written,  and  indeed  the  monumenj  ;i 
tal  encyclopedia  project  had  to  be  abandoned  because  no  sucfe 
cessor  could  be  found  who  was  capable  of  marshalling  thjeop 
depth  and  breadth  of  knowledge  that  was  his. 


“People  try  to  explain  the  ancient  custom  of  drinking  en;  5g( 


ode 


tirely  on  the  basis  of  what  it  does  for  them  — relievin 
anxiety,  reducing  tensions,  et  cetera,  et  cetera,”  he  said  one 
in  my  presence.  “This  is  all  very  well  as  far  as  it  goes,  but  iincj 
does  not  satisfy  my  question:  what  is  the  meaning  of  this  fojon 
man?” 


in 


Ranging  through  ancient  mythology,  Bunky  could  citrl 


dozens  of  references  to  alcoholic  beverages  as  “the  stream  q 
life,”  equating  first  wine,  then  beer,  and  finally  distilled  spirills 
with  blood  itself.  Thus  did  alcoholic  beverages  acquire  mag;)  nta 
cal,  medicinal,  comforting,  even  nourishing  properties  ami 
people  become  persuaded  that  they  were  “good  for  you”  lonjioi 
before  the  advent  of  modern  advertising.  j ® 

“The  Madison  Avenue  boys  don’t  have  to  strain  the  j atic 
imaginations  very  much,”  Bunky  wryly  observed.  “They  ainjoy 
only  taking  recourse  to  something  that  man  has  believed  fc  h 
thousands  of  years  — that  taking  in  the  alcoholic  beverage 
symbolic  of  ingesting  power.  And  this  is  reinforced  by  tfj  a 
actual  physiological  effect  of  ingesting  a moderate  quantity  { § 
alcohol.  You  actually  feel  an  expansion  of  the  chest,  a ne 
strength,  a surge  of  power!” 


lo 


It 

m 


The  Profanation  of  Ritual  Drinking 

Then  there  is  the  symbolism  of  drinking  together.  Bunl, 
himself  seldom  drank,  because  he  said  he  enjoyed  convers; 
tion  too  much  to  muddle  his  wits  with  whisky;  but  he  reco, 
nized  the  importance  of  sharing  a drink  with  others.  P 
likened  it  to  the  primitive  practice  of  strangers  who  wou 


M 
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jratch  their  wrists  then  hold  them  together  to  let  the  blood 
termingle  and  take  away  the  threat  of  strangeness.  The 
taring  of  a drink  is  an  act  of  identification. 

Bunky  was  tremendously  excited  one  day  to  come  across  an 
d document  of  London  Jewry,  dated  from  the  end  of  the 
irteenth  century,  in  which  the  Rabbi  of  London  said  to  his 
liople:  “Of  course  you  cannot  eat  with  the  Gentiles  because 
: our  dietary  rules,  but  do  not  refuse  a drink.  That  would 
5 going  too  far!” 

| This  same  idea,  according  to  Jellinek’s  way  of  looking  at  it, 
iderlies  the  feelings  of  many  people  down  to  this  day  who 
ncy  themselves  insulted  and  outraged  if  a drink  is  refused, 
b matter  how  politely.  “He  is  not  going  to  drink  with  me;  I 
a not  good  enough  for  him;  he  refuses  to  identify  with  me,” 
the  way  Jellinek  summed  up  the  reaction. 
i|  Just  two  years  before  his  death,  at  a time  when  Dr.  Jellinek 
as  a consultant  to  the  Addiction  Research  Foundation  of 
ntario,  I escorted  the  old  gentleman  to  London,  Ontario  to 
Idress  a special  studies  day  at  St.  Peter’s  Seminary.  It  was 
i occasion  he  enjoyed  immensely:  he  found  himself  sur- 
I unded  by  learned  fathers  fresh  from  classical  studies  in  the 
atican,  and  they  fully  appreciated  his  erudition.  (They  also 
tjoyed  his  sense  of  humor  — one  which  ranged  all  the  way 
) to  the  present  and  included  a nodding  acquaintance  with 
)go  and  his  animal  friends  of  Okefenokee  swamp  — a sub- 
let we  discussed  at  lunchtime  while  a hungry  seminarian 
itifully  intoned  passages  in  Latin  from  Medieval  texts.) 

I At  the  conclusion  of  his  discourse  on  symbolism  at  the 
iminary,  Jellinek  spoke  of  the  profanation  of  what  had  been 
ual  drinking  down  through  the  ages.  As  this  profanation 
creases,  the  utilitarian  aspect  of  drinking  becomes  more 
onounced,  excess  becomes  more  pronounced,  and  with  that 
bre  appears  the  phenomenon  of  alcoholism.  When  alcohol- 
n appears  we  don’t  know  what  to  do  with  it  because,  in 
Ilinek’s  view,  we  are  dealing  with  an  ancient  and  honorable 
istom  which  has  very  deep  meaning,  which  has  done  very 
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many  good  things  for  us.  Suddenly  we  see  it  doing  very  bad* 
things,  so  we  conveniently  attribute  this  to  the  badness  of  the  * 
person  who  drinks  excessively.  We  hesitate  to  interfere  with  a ^ 
substance  that  has  become  part  and  parcel  of  our  customs L 
and  behaviors.  Thus  is  alcoholism  a problem  for  us.  jL 


tun 


Whereof  One  Can  Speak  . . . 
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For  all  his  scholarship  — and  a colleague  once  remarkecj^ 
that  he  could  have  occupied  a professorship  of  classics  on 
history  with  the  same  brilliance  and  grace  with  which  h<  jjj 
occupied  his  professorships  of  psychiatry  — Bunky  never  los  ‘§ 
his  characteristic  humility.  Nor  did  he  ever  hide  behind  scieni  ^ 
tific  jargon  in  his  lectures  or  his  writing.  He  talked  humar,  ^ 
language  about  human  problems.  |{r 

A favorite  quotation  of  his  was  from  a little  book  by  Proj  Qr 
fessor  Wittgenstein  of  Oxford  University.  It  concluded  witlL 
these  words:  “Whereof  one  can  speak,  one  can  speak  ii  Qr 
simple  and  unmistakable  terms.  Whereof  one  cannot  speak  ^ 
thereof  one  must  be  silent.”  | ^ 

This  modest,  unassuming  little  giant  was  magnificentl 
qualified  to  speak  loudly  and  clearly  about  alcoholism.  H 
entered  this  field  in  the  late  1930’s  when  a newly  forme 
Research  Council  on  Problems  of  Alcohol  commissioned  hir 
to  undertake  a critical  review  of  the  medical-psychologics:  ^ 
literature  on  the  effects  of  alcohol  on  the  individual.  This  ex 
haustive  review  was  published  in  1942  under  the  title  Alcohc 
Addiction  and  Chronic  Alcoholism;  and  in  the  process  c 
preparing  it,  Jellinek  had  accumulated  some  3,000  coded  at 
stracts  — cornerstone  of  an  ongoing  scientific  instrumer 
known  today  as  the  Classified  Abstract  Archives  of  th 
Alcohol  Literature. 

In  1951  he  became  the  World  Health  Organization’s  fir 
consultant  on  problems  of  alcohol  and  drug  addiction,  anjoli 
over  the  next  five  years  he  travelled  more  than  300,000  mile 
assisting  with  programs  of  research,  treatment,  and  educatioi 
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iroughout  the  world.  As  Dr.  Joseph  Katz  of  the  Institute  for 
lie  Study  of  Human  Problems  at  Stanford  said  in  a tribute 
bad  in  the  university’s  Memorial  Church  on  the  Sunday  fol- 
lowing Bunky’s  death:  ‘He  was  equally  at  home  in  Grenoble, 
eipzig,  Budapest,  and  the  jungle.”  His  insatiable  scientific 
ariosity  had  taken  him  virtually  everywhere. 

A and  Human  Nature 

His  scientific  interest  and  human  concern  frequently  took 
Pirn  to  meetings  of  Alcoholics  Anonymous  — as  a non-alco- 
'olic  friend.  He  was  much  beloved  by  the  late  Bill  Wilson, 
5-founder  of  that  fellowship,  and  by  thousands  of  rank  and 
le  members,  and  he  often  shared  good  stories  with  them. 

] One  that  he  loved  to  tell  because  it  illustrated  a foible  of 
jman  nature  — alcoholic  or  otherwise  — runs  like  this: 

:|  Once  upon  a time  a member  of  AA  was  shipwrecked  and 
ashed  ashore  on  a deserted  island.  He  was  a resourceful  man 
nd  he  managed  to  get  along  quite  well  for  several  months 
ntil  a passing  ship  was  attracted  by  his  distress  signal  and 
lit  out  a boat  to  investigate.  Before  the  life-boat  crew  carried 
im  back  to  their  ship,  the  AA  man  insisted  on  showing  them 
s camp.  “This  hut  is  my  AA  meeting  place,”  the  man  ex- 
plained. “I  couldn’t  have  survived  without  coming  here  each 
ay.” 

‘ A ship’s  officer  pointed  to  another  lean-to  on  the  other  side 
f a sand  dune  and  asked  what  that  was. 

“Oh,  that’s  for  the  AA  group  I don’t  attend,”  he  said. 


e Dr.  E.  M.  Jellinek  est  generalement  reconnu  comme  etant  le 
ionnier  et  le  doyen  des  savants  faisant  des  recherches  sur  l’al- 
jDolisme.  Ne  a New  York  en  1890,  il  est  decede  a son  bureau  de 
universite  Stanford  le  22  octobre  1963. 

I Lorsque  le  Dr.  Jellinek  a pris  sa  retraite  de  son  poste  d’expert 
)nseil  en  alcoolisme  aupres  de  Torganisation  mondiale  de  la  sante, 
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en  1958,  son  interet  se  porta  vers  la  division  de  la  recherche  de 
PAddiction  Research  Foundation.  II  demeura  expert  conseil  honoraire 
de  cette  fondation  jusqu’au  moment  de  son  deces. 

Cet  article  est  un  memoire  personnel  par  Robert  R.  Robinson  qu; 
a travaille  de  concert  avec  le  Dr.  Jellinek  a la  fondation.  En  plus  de 
decrire  sa  personnalite  et  son  impact  sur  son  entourage.  M.  Robinsor 
explique  quelques-unes  des  theories  sur  le  symbolisme  de  la  boissoi 
ainsi  que  sur  l’usage  et  l'abus  d’alcool  dans  notre  societe. 


Reprints  of  Addictions  Articles  Available 


Reprints  are  available  of  many  of  the  articles  that  appear  ir 
Addictions.  If  you  are  a resident  of  Ontario  and  would  like  t( 
receive,  free  of  charge,  one  or  more  copies  (any  reasonable  quantity;; 
of  any  of  the  reprints  listed  below,  please  contact  your  nearest  ARI 
office.  The  telephone  number  will  be  found  on  the  inside  front  cove; 
of  Addictions. 
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Alcohol  Use  and  Alcoholism  by  Jan  de  Lint  and  Wolfgang  Schmidt 

Alcoholism:  A Merry-go-Round  Named  Denial  by  Joseph  L.  Keller 
mann. 

A RF  Summary  with  Comments  on  the  Interim  Report  of  the  Com 
mission  of  Inquiry  into  the  Non-Medical  Use  of  Drugs. 

Barbiturate  Abuse  in  Alcoholics  and  Young  People  with  Other  Dru, 
Problems  by  Paul  Devenyi. 

The  Extent  of  Drug  Use  in  Metropolitan  Toronto  Schools:  A Stud 
of  Changes  from  1968  to  1970  by  Reginald  G.  Smart,  Dianne  Feje 
and  Jim  White. 

lllusionogenic  Crisis  and  Effective  Intervention  by  Wally  Seccombr  lly. 

Legal  Considerations  in  Counselling  Young  People  by  Robert  F.  Rei< 

Marihuana  and  Health  from  the  U.S.  Department  of  Health,  Edip. 
cation,  and  Welfare. 

Marihuana,  the  Experts,  and  the  Public  by  Oriana  Josseau  Kalan 

Preliminary  Brief  to  the  Commission  of  Inquiry  into  the  Non-Medic^ 
Use  of  Drugs  from  the  Research  Division  of  the  ARF. 

The  Role  of  the  Union  in  Industrial  Alcoholism  Programs  by  JarTH 
A Belasco.  Harrison  M.  Trice,  and  George  Ritzer. 

1 raffic  Accidents  of  Alcoholics  by  Reginald  G.  Smart  and  Wolfgar 
Schmidt. 
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MDA  And  Its  Relationship  To  Other 
Psychedelics 

By  Robert  N.  Richards 


Youth  counsellors,  teachers,  physicians,  nurses,  parents,  and 
others  who  have  been  concerned  with  young  people  and 
drugs  over  the  past  few  years  have  all  been  subjected  to  a 
barrage  of  new  terminology.  Typical  of  this  new  language 
are  terms  like  trip  and  freakout  and  drug  names  like  N,N- 
dimethyltrypt amine,  trimethoxyphenylethylamine,  and  3,4- 
methyl  enedioxy amphetamine.  Fortunately,  these  drug  names 
can  be  translated  into  shorter  designations:  DMT,  mescaline, 
and  MDA,  respectively.  Unfortunately,  just  being  familiar 
with  manageable  names  for  such  drugs  is  very  often  not 
enough.  What  is  needed,  usually,  is  a straightforward  and 
not  too  technical  description  of  some  of  these,  presented  in 
such  a way  as  to  show  their  relationship  to  other  drugs  that 
are  similar  in  their  effects.  What  Dr.  Richards  has  done  here 
is  to  give  a short  account  of  one  of  these  — MDA  — and  to 
point  out  its  resemblances  to  other  drugs  of  the  same  gen- 
eral kind.  Editor. 

DA  is  chemically  related  to  certain  naturally  occurring 
ugs,  such  as  mescaline,  and  to  various  chemicals  present  in 
5 body,  such  as  adrenaline.  It  is  also  related  to  synthetic 
miicals,  such  as  the  amphetamines.  It  is  generally  classified 
th  the  psychedelic  or  hallucinogenic  group  of  drugs.  Cur- 
itly,  no  definite  medical  indications  for  the  use  of  MDA 
list,  and  its  legitimate  use  is  restricted  to  investigators.  How- 
er,  it  has  been  used  as  a “street  drug”  by  a small  number 
' young  people. 

Broadly  speaking,  the  psychedelic  drugs,  including  MDA, 
t on  the  brain  to  produce  a variety  of  subjective  experien- 


. Richards  is  a physician  in  private  practice  in  Toronto.  For  a 
dod  of  16  months  in  1970  and  1971,  he  served  as  Medical  Con- 
tant  to  12  Madison,  a youth  project  funded  by  the  Addiction 
search  Foundation  of  Ontario  and  the  Toronto  YMCA. 
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ces.  The  type  of  reaction  produced  will  vary  greatly  with  th<j)or 
dose,  the  user,  the  circumstances,  the  user’s  expectations,  am 
his  previous  experience  with  hallucinogenic  drugs.  The  sam<j 
user,  on  different  occasions,  may  have  very  different  types  qji. 
reactions  to  the  same  psychedelic  drug,  much  as  he  mighjtal 
with  alcohol.  This  variation  is  even  more  pronounced,  howp 
ever,  with  the  psychedelic  agents.  Jm 

Typically,  psychedelic  drugs  produce  changes  affecting  thin 
user’s  senses  and  moods.  There  may  be  distortions  in  the  wap 
he  sees,  feels,  hears,  or  tastes.  There  may  be  distortions  in  thjp 
way  he  sees  his  own  body  and  in  the  way  he  recognizes  thfce 
passage  of  time.  Occasionally,  a user  may  even  see  things  tha|  m 
aren’t  there  or  “hear  things.”  The  user’s  emotions  are  ofteii 
affected.  There  may  be  increased  self-awareness,  a feeling  qi 
oneness  with  the  world,  a feeling  of  love,  euphoria,  freedom,  oip 
ecstasy;  or  there  may  be  feelings  of  despair,  hopelessness  t 
depression,  or  even  paranoia.  ji 

Although  MDA  and  other  psychedelic  drugs  can  produce  Ifa 
variety  of  phenomena,  one  or  more  of  the  components  wiften 
usually  occupy  a major  role  in  any  given  episode.  If  thin 
experience  is  predominantly  pleasant,  then  it  is  a “good  tripled 
If  it  is  unpleasant,  the  user  can  be  filled  with  anxiety  or  panijlj 
and  it  is  a “bad  trip.”  All  the  psychedelics  are  capable  cAn  s< 
producing  both  good  and  bad  trips.  During  a trip,  there  ma;||{ 
in  occasional  cases,  be  foolish  behavior  leading  to  accidenldos 
or  other  hazards.  However,  the  immediate  physical  effects  4ft ; 
psychedelic  agents  are  usually  not  pronounced  or  harmful.  L 
Treatment  for  adverse  reactions  to  MDA  is  the  same  as  f<i  ® 
other  psychedelic  agents.  It  consists  of  “talking  down”  in  i p 
comfortable,  empathetic  environment  and  the  addition  «j|ne 
appropriate  chemical  intervention  if  required. 


Psychedelics  in  Historical  Perspective 


MDA  is  a relatively  new,  synthetic  drug;  but  many  plar 
derived  psychedelics  have  been  known  to  man  for  centuric 
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>r  example,  mescaline,  which  is  found  in  the  peyote  cactus 
at  grows  in  areas  of  Mexico  and  the  southern  United  States, 
is  been  used  by  certain  native  tribes  for  centuries.  Psilocy- 
n,  another  psychedelic  drug,  is  found  in  some  Mexican 
ushrooms.  DMT  and  DET  are  the  active  ingredients  of 
luffs  that  have  long  been  used  as  psychedelics  by  many 
>uth  American  tribes.  Common  kitchen  nutmeg  has  also 
ten  used  as  a psychedelic  agent  for  hundreds  of  years. 

New  horizons  opened  with  the  discovery  by  Hofmann  in 
44  of  the  psychedelic  properties  of  a synthetic  drug,  LSD 
ysergic  acid  diethylamide) , that  had  much  the  same  effects 
mescaline.  LSD  captured  the  public  imagination  in  the 
rly  1960’s  partly  because  of  the  enthusiastic  interest  in  it  of 
r.  Timothy  Leary  and  the  widespread  reporting  of  this  in 
e popular  press.  Public  interest  was  also  stimulated  by  the 
ct  that  LSD  is  tasteless,  colorless,  and  odorless,  and  that  in- 
edibly  small  doses  of  it  produce  psychedelic  effects.  With 
gh  doses,  however,  other  psychedelic  drugs  may  produce 
sentially  the  same  effects  as  LSD.  (Whisky  is  more  potent 

f in  beer,  but  15  drinks  of  beer  are  more  intoxicating  than 
e drink  of  whisky.) 

It  is  interesting  to  note  that  the  hallucinogenic  experience 
n sometimes  be  produced  with  drugs  other  than  members 
the  so-called  psychedelic  group.  Under  proper  conditions 
I dose,  user,  and  circumstances,  the  reaction  may  be  obtained 
th  amphetamines,  sleeping  pills,  alcohol,  and  a variety  of 
her  drugs.  The  same  results  can  sometimes  be  produced  by 
eans  other  than  drugs,  such  as  sleep  deprivation,  sensory 
privation,  intense  meditation,  and  religious  experience.  In 
me  instances,  certain  mental  illnesses  can  produce  identical 
'fects. 

iriations  with  Dose,  User,  and  Circumstances 

MDA  was  first  studied  in  1933  by  Dr.  Gordon  Alles,  who 
perimented  with  the  effects  of  low  doses  of  the  drug  on 
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himself.  He  found  that  it  produced  a pleasant  alteration  irfcoi 
mood  with  less  of  the  distortion  of  sensation  that  he  associj 
ated  with  other  hallucinogenic  drugs  such  as  mescaline.  Othei 
investigators  used  MDA  in  psychotherapy  and  reported  thalubl 
it  helped  communication  and  expression  of  feelings.  Again 
there  was  little  sensory  distortion.  There  were  also  no  signifil: 
cant  physical  symptoms  except  for  dilated  pupils. 

Because  of  these  initial  reports,  MDA  began  to  be  knowipti 
popularly  as  a drug  that  would  give  a particularly  pleasan  r 
and  tranquil  psychedelic  experience  — a “love  trip”  — antpre 
MDA  itself  was  called  “the  love  drug.”  However,  subsequen  per 
investigators  demonstrated  that  with  the  appropriate  dose) 
user,  and  circumstances,  MDA  could  produce  the  same  typfleed 
of  psychedelic  experience  that  was  seen  with  other  drugs  oj 
its  class  such  as  LSD  and  mescaline. 

Isas 

ften 

Problems  in  Studying  Street  Use 


MDA  has  been  found  in  Ontario.  In  621  illicit  druj 


samples  collected  in  Ontario  between  January,  1969,  an< 


February,  1970,  Addiction  Research  Foundation  investigator 
found  27  samples  of  MDA.  It  was  usually  in  the  form  of  . 
white  powder  and  was  being  used  orally  and  intravenousl} 
and  also  sniffed  through  the  nose.  (There  were  also  1 
samples  alleged  to  be  MDA  that  turned  out  to  be  othe 
drugs.) 


In  talking  with  young  drug  users  in  Toronto,  however,  i 
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has  been  impossible  to  be  certain,  from  their  accounts,  whicli 
psychedelic  agent  they  have  taken  and  thus  to  observe  th  j 
effects  of  specific  drugs.  In  most  instances,  the  effects  of  wha1 


suit 


they  claim  is  MDA  have  been  indistinguishable  from  effect! 


that  apparently  are  the  result  of  taking  other  psychedelics  (o 
even  other  drugs) . Information  obtained  from  drug  user 
must  be  confirmed  in  a laboratory  if  it  is  to  have  any  value 
The  situation  is  complicated  by  the  fact  that  the  youthfi 
drug  user  can  be  chemically  promiscuous.  Various  substance; 


e often  taken  in  combination.  In  cases  in  which  a user  has 
;ken  MDA  and  some  other  drug,  some  effects  may  be  due 
i MDA,  some  to  the  other  drug.  This  promiscuousness  un- 
?)ubtedly  causes  certain  effects  to  be  wrongly  ascribed  to 
[irious  drugs  by  users  themselves.  It  also  adds  to  the  diffi- 
ilty  of  determining  scientifically  the  specific  action  of  MDA 
id  of  some  other  drugs  as  well.  It  is  interesting,  however, 
at  in  the  few  cases  in  which  MDA  alone  has  been  taken  and 
is  been  identified  by  laboratory  tests,  there  has  been  a high 
;gree  of  similarity  between  the  effects  of  MDA  and  those  of 
her  psychedelics. 


eed  for  Research  into  High  Dose  Toxicity 

Currently,  it  appears  that  the  physical  effects  of  MDA,  in 
)sages  used  on  the  street,  are  quite  mild.  Dilated  pupils  have 
jen  the  only  constant  feature  in  the  laboratory.  While  it  also 
)pears  that  MDA  — like  many  other  drugs  that  act  on  the 
ain,  including  other  psychedelics  — can  contribute  to  be- 
ivior  that  could  lead  to  dangerous  activities,  it  is  question- 
)le  whether  there  are  as  yet  any  well-documented  reports  of 
jaths  due  to  behavior  produced  by  MDA. 

Insofar  as  physical  effects  at  high  doses  are  concerned,  we 
low  very  little.  There  are  no  accurate  studies  available  of 
gh  dosage  users  of  MDA.  Although  many  other  psychedelic 
rents  are  known  to  have  been  consumed  in  huge  quantities, 
w,  if  any,  deaths  have  been  proven  to  have  occurred  as  a 
;sult  of  their  toxic  effects  on  the  body.  The  newspapers  have 
equently  referred  to  deaths  of  this  kind  as  being  due  to 
[DA,  but  this  has  not  yet  been  proven.  Research  into  the 
lysical  effects  of  MDA,  including  its  toxicity  at  high  doses, 
needed. 


£ m 

i Dr.  Robert  Richards,  un  medecin  de  Toronto,  qui  a servi  a titre 
medecin  consultant  pour  12  Madison,  un  projet  pour  la  jeunesse, 
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discute  de  la  MDA,  une  drogue  qui  est  apparentee  aux  drogues  telles 
que  la  mescaline  et  les  amphetamines  et  aussi  aux  produits  chimiques 
retrouves  dans  le  corps  humain,  tels  que  l’adrenaline.  Le  Dr.  Richards 
rappelle  brievement  l’historie  de  la  relation  entre  hallucinogenes  et 
l’histoire  de  la  MDA.  Les  effets  de  la  MDA  prise  en  petites  doses 
sont  relativement  faibles.  Toutefois,  prise  en  plus  grandes  doses,  pour 
certains  usagers,  et  sous  certaines  circonstances,  la  MDA  peut  tyU 
produire  le  meme  genre  d’experiences  psychedeliques  que  les  autres  §d 
drogues  hallucinogenes.  Peu  est  connu  des  effets  et  de  la  toxicite 
de  la  MDA  prise  en  grandes  doses,  et  plus  de  recherches  sont 
necessaires. 


lie 
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Bon  Accord  Antiques 

Bon  Accord  Farm,  situated  on  200  acres  of  rolling  farmland, 
is  a pilot  project  of  the  Addiction  Research  Foundation.  It  is 
a rehabilitation  community  for  men  with  problems  related  to 
alcohol. 

The  work  program,  an  important  aspect  of  the  project,  offers 
three  related  services  at  one  location. 

Antique  Shop 

In  an  old  barn  setting.  Offers  a variety  of  antique  furniture 
and  glass  at  bargain  prices.  Selection  includes  imported  19th 
Century  British,  European,  and  American  antiques;  early 
Canadiana;  domestic  and  imported  glass,  copper,  and  brass. 

Customer  Service  Work 

Repairs,  refinishing,  and  upholstering  of  antique  furniture 
provided  under  expert  supervision. 

Manufacturing 

Of  early  Canadian  pine  reproductions. 

Bon  Accord  Farm  is  on  R.R.  #1,  Elora,  Ontario.  For  further 
information  call  519-846-5388. 

Showroom  Hours:  Closed  Monday 

Open  Tuesday-Sunday  1-9  p.m. 
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Addicts  and  Pushers 


By  Gordon  K.  Stewart 

"he  LeDain  Commission  describes  addiction  as  “an  am- 
>iguous  term  with  various  meanings  in  different  situations” 
nd  goes  on  to  say  that  it  “usually  implies  a strong  psycho- 
logical dependence  (or  compulsion  to  use)  and/or  physical 
impendence  (withdrawal  symptoms  in  abstinence)  and,  often, 
. tendency  to  increase  the  dose  (tolerance) .”  On  that  basis 
Inost  of  us  are,  in  some  sense,  addicts.  I am  addicted  to  tea. 
dost  clergy  are  addicted  to  talking.  We  have  a strong  psycho- 
ogical  dependence  on  it.  If  you  shut  us  up  we  have  with- 
Irawal  symptoms.  We  start  to  squirm  and  fuss  and  inwardly 
igure  out  how  much  wiser  we  are  than  the  person  who  is 
loing  the  talking  at  the  moment.  And,  given  half  a chance, 
ye  have  a strong  tendency  to  increase  the  dose. 

Some  people  are  addicted  to  work,  some  to  cigarettes,  some 
o the  shot  of  adrenalin  they  get  from  jumping  out  of  aircraft 
md  skydiving.  Some  are  hooked  on  money,  some  on  alcohol, 
jome  on  marihuana,  some  on  respectability,  some  on  their 
, peer  group,  and  some  on  speed  and  heroin.  Some  are  even 
i looked  on  religion.  It  is  significant,  I think,  that  one  group 
)f  religionists  have  even  borrowed  the  addict  language,  call 
i hemselves  “Jesus  freaks,”  and  talk  about  being  “stoned  on 
resus.” 


lev.  G.  K.  Stewart  was  until  recently  an  Associate  Secretary  of  the 
ioard  of  Evangelism  and  Social  Service  of  the  United  Church  of 
Canada.  He  has  now  taken  up  new  duties  at  Sackville  United  Church, 
Sackville,  New  Brunswick.  This  article  has  been  adapted  from  an 
r iddress  given  at  a meeting  in  November,  1970,  of  the  Leaside  Home 
md  School  Association,  Toronto.  A more  condensed  adaptation  of 
he  same  address  later  appeared  in  Man  Fully  Alive,  the  46th  Annual 
jleport  of  the  Board  of  Evangelism  and  Social  Service,  published 
n 1971.  The  present  version  is  presented  here  with  permission  of 
Mr.  Stewart  and  of  the  Board. 
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Now  I don’t  mean  for  a minute  that  we  can  just  put  all  i ooke 
these  things  in  together  and  talk  about  them  as  if  they  were  jar gc 
all  the  same.  They  certainly  are  not.  But  I am  pushing  thisjlpu 
business  of  the  range  and  variety  of  addictions  or  dependencies  jonin; 
because  it  seems  to  me  we  need  badly  to  get  rid  of  a good  | iedic 
deal  of  self-righteousness  if  we  are  ever  going  to  understand,  ills  a 
much  less  be  heard  by,  those  whose  addictions  are  different  fs, 
from  ours.  And  this,  it  seems  to  me,  is  the  significant  phrase,  j An 
We  must  stop  thinking  of  those  caught  up  in  the  drug  culture  :ver 
as  weird  creatures  from  an  alien  world  and  start  thinking  of  I lies 
them  simply  as  those  who  are  like  ourselves  but  whose  jive 
addictions  are  different  from  ours.  nisi 


Pushers  in  Two  Cultures 


We  have  slipped  into  a situation  where  our  society  is  jilt  i< 
divided  into  two  cultures,  each  with  its  typical  drugs  and  Sand 
symbols  and  each  damning  the  sins  of  the  other  one.  On  the  pi 
one  hand  we  have  the  hip  culture,  with  an  almost  universal  p n 
acceptance  of  marihuana  and  an  openness  to  other  illegal  id  ^ 
drugs.  On  the  other  we  have  the  square  culture  with  an  overt 
75%  acceptance  of  alcohol  and  an  openness  to  sleeping  pills,  L 
tranquillizers  and,  in  general,  anything  legally  usable  to  4 
make  life  seem  less  painful  or  threatening,  or  to  enable  usjiaj 
to  forget  about  it  altogether.  On  the  one  hand  we  have  the  ill 
swinging  culture  doing  its  own  thing,  from  rock  music,  to 
nudity,  to  free  love,  to  witchcraft,  and  setting  itself  apart  4 
symbolically  from  a society  it  rejects  by  its  hair  styles  andj^ 
its  clothing.  On  the  other  hand  we  have  an  establishment  j ^ 
culture  which  still  believes  in  reason,  and  even  believes  it  is| 
reasonable,  which  believes  in  duty  and  authority,  and  which  p 
finds  security  and  value  in  the  family,  in  public  order,  and 
even  in  traditional  worship. 

The  addicts  and  pushers  are  not  all  “over  there.”  In  a 
real  sense  we  are  all  addicts.  In  an  even  more  real  sense  i'e 
we  are  all  pushers.  We  push  the  things  we  happen  to  be  k 
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>oked  on.  We  finance  our  hockey  broadcasts  and  part  of 
lr  government  by  pushing  alcohol.  Until  we  scared  ourselves, 
5 pushed  cigarettes  in  similar  ways,  without  seriously  ques- 
pning  ourselves  about  the  issues  involved.  We  push  patent 
edicine  and  pain  relievers  and  food  additives  and  sleeping 
.11s  and  what  have  you.  In  a broader  sense  we  push  whatever 
iys.  We  push  credit  even  upon  those  who  can  least  afford 
And  if  you  don’t  think  that  can  lead  to  addiction  you  have 
;ver  dealt  with  those  who  have  been  hooked  by  it.  We  push 
les  of  material  goods  nobody  really  needs,  and  feel  we 
tve  to  for  the  good  of  the  economy.  We  also  are  pushers, 
id  some  of  the  results  of  our  pushing  are  pretty  ugly. 

>cial  Event  or  Crime? 

It  is  in  that  kind  of  context,  I think,  that  we  have  to  under- 
md  the  present  furore  about  marihuana.  As  a natural-born 
uare  I find  marihuana  interests  me  not  at  all — but  then, 
is  not  my  symbol.  To  many  young  people  it  is  a symbol, 
d when  we  oppose  it  we  are  not  seen  as  protecting  public 
dfare  but  quite  simply  as  defending  our  culture  against 
firs.  And  they  have  a point.  There  is  no  evidence  that  I 
ve  been  able  to  discover  that  marihuana  is  any  more 
maging  than  alcohol.  But  then  alcohol  is  our  drug  and  we 
11  have  it  even  at  the  cost  of  some  300,000  alcoholics — 
l ough  figure  for  Canada.  Marihuana  is  their  drug  and  that’s 
Terent.  A juice  party  is  a social  event.  A pot  party  is  a 
jme.  Now  I am  not  arguing  for  the  legalization  of  mari- 
ana,  but  I am  arguing  for  a single  standard  and  some  kind 
! consistency  so  that  a boy  on  an  experimental  high  on 
irihuana  is  not  branded  a criminal  while  his  father  can  be 
used  on  gin  and  thought  of  as  a community  leader.  To  me 
it  is  a matter  of  simple  justice,  and  I don’t  think  we  are 
ing  to  get  far  with  our  drug  problems  until  we  can  get 
■e  enough  of  our  cultural  hang-ups  to  correct  it.  But — and 
s is  where  I part  from  the  apologists  of  the  drug  culture — 
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when  we  have  done  that,  I don’t  think  we  will  have  advanced|at 
an  inch  in  dealing  with  the  problem  of  addiction. 


Lonely  and  Normless  People 


It 


k 
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Addiction  manifests  itself  differently  in  our  different  cul 
tures  and  sub-cultures,  but  it  is  in  all  of  them  and  its  roots  rur 
down  to  the  common  human  element  in  them  all.  The  addic 
is  the  “proper  stranger”  (to  borrow  the  title  of  a piece  ol 
rock  music) . In  whatever  culture,  he  is  typically  the  man  01 
woman,  the  boy  or  girl  who  has  lost  his  (or  her)  way.  He  ha! 
been  caught  in  what  the  LeDain  Commission  calls  a sense  o: 
“anomie,”  a sense  of  normlessness.  He  is  truly  alone.  Wit! 
or  without  drugs,  he  is  without  direction.  And  there  are  mor< 
people  in  this  situation  than  we  realize.  I suspect  they  are  al 
around  us,  in  all  sections  of  society. 

The  truth  is  much  of  our  age  has  lost  direction,  as  it  ha 
lost  faith  in  our  own  humanity  and  worth.  We  have  accepted 
too  easily  pictures  of  ourselves  as  naked  apes  or  mad  scien 
tists.  Then  we  have  become  angry,  as  frightened  people  dc, 
and  we  have  tended  to  lash  out  at  what  seems  to  hav 
reduced  us  to  what  we  think  we  are.  Our  youth  have  ofteij 
lashed  out  at  us,  at  our  insensitiveness  and  our  injustices 
We,  in  turn,  have  lashed  out  at  them,  at  their  clothes,  a 
their  hair,  at  their  drugs,  at  their  apparent  threat  to  our  olj  k 
certainties.  By  entrenching  ourselves  in  our  respective  sub  Is  | 
cultures  we  have  both  felt  better,  and  we  have  been  able  tJ  lie 
quiet  our  fears  with  our  respective  drugs  and  to  vent  oul  te  i 
angers  on  one  another.  But  we  have  both  missed  the  issuej  Iff 
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A Sense  of  Splendor 


The  only  final  answer  to  addiction  is  such  vision  and  pui  to 
pose  as  makes  freaking  out  just  seem  absurd.  At  bottor 
addiction  is  a spiritual  problem.  There  are  remedial  things  t 
be  done,  of  course — clinics,  counselling,  and  other  things  d L 
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at  sort.  And  there  are  legal  things,  too.  Our  law  should  be 
jnended  with  all  possible  speed  to  eliminate  its  most  glaring 
; equities.  I don’t  think  the  cry  for  the  legalization  of  mari- 
iana  in  itself  contributes  anything,  but  I do  think  the  inequity 
irtween  our  treatment  of  the  youngster  on  pot  and  his  father 
1 alcohol  should  be  removed  immediately.  Meanwhile  we 
iould  go  to  work  on  a thorough  review  of  our  laws  relating 
\ all  drugs  and  seek  to  assign  to  them  controls  appropriate 
■ their  varying  real  dangers.  At  the  same  time  I believe  the 
Ivertising  and  promotion  for  profit  of  any  drug — and  I 
elude  patent  medicines,  alcohol,  and  tobacco — should  be 
inned  forthwith.  At  best  such  promotion  is  an  encourage- 
ment to  self -prescription  and  at  worst  an  incitement  to  addiction, 
jj  But  until  we  regain  the  sense  of  splendor  of  being  human, 
id  until  we  see  that  splendor  in  every  other  person — until 
Christian  terms  we  regain  the  vision  and  the  hope  of  those 
tiled  to  be  the  children  of  God — we  shall  go  on  copping 
it  into  our  chosen  and  mutually  aggravating  addictions 
itil  we  have  become  the  naked  vicious  apes  we  mistakenly 
nagined  that  we  were. 

ime  to  Start  Listening 

In  the  song  I referred  to,  the  “proper  stranger”  is  asking 
irection.  I don’t  think  he  is  askijig  the  way  to  a drug  clinic, 
is  problem  is  deeper  than  that.  Maybe  it  isn’t  even  an 
ifdict  talking.  Maybe  the  loneliness,  the  lack  of  direction, 
re  just  those  of  the  average  kid,  or  man,  or  woman — maybe 
ley  are  those  of  our  whole  world.  We  had  better  start 
stening. 


i'ans  cet  article,  le  Reverend  G.  K.  Stewart,  ministre  de  l’Eglise- 
nie,  discute  d’une  grande  variete  d’attitudes  et  d’activites  qui  pour- 
itient  etre  decrites  comme  “intoxication”.  II  voit  des  gens  qui  sont 
ris  dans  l’engrenage  de  la  drogue  comme  des  gens  dont  ‘Tintoxi- 
jition”  est  differente  de  celle  de  la  majorite  du  monde.  II  compare 
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le  monde  “serieux”  a celui  de  la  drogue,  et  fait  remarquer  que  dans 
chacun,  il  y a les  isoles  et  les  indecis  qui  utilisent  une  ou  plusieurs 
drogues  pour  apaiser  leurs  craintes. 

M.  Stewart  suggere  que  le  probleme  en  est  un  spirituel  et  que  la 
reponse  est  dans  le  sentiment  d'avoir  un  but  dans  la  vie  et  dans  la 
grandeur  d'etre  humain. 


Other  Publications  Available  from  ARF  * 


On  page  10  we  listed  the  Addictions  reprints  that  are  available  from  jjC( 
Foundation  offices;  on  pages  35  and  36  you  will  find  advertisements 
for  three  books  by  ARF  staff  members.  Listed  below  are  publications 
other  than  the  reprints  that  residents  of  Ontario  may  obtain  from J 
any  ARF  office  free  of  charge  in  reasonable  quantities. 


ARF  Research  on  Drugs  other  than  Alcohol 
Alcohol  and  Its  Effects 
Alcoholism  and  the  Family 

Appendices  to  the  Nineteenth  Annual  Report  (1969) 
Drinking  Can  Be  Fun 

Facts  About  Alcohol  (English  and  French) 

Facts  About  Amphetamines  (English  and  French) 

Facts  About  Barbiturates  (English  and  French) 

Facts  About  Cannabis  (English  and  French) 

Facts  About  LSD  (English  and  French) 

Facts  About  Opiates  (English  and  French) 

Facts  About  Solvents  (English  and  French) 

Facts  About  Tranquillizers  (English  and  French) 

A Tintention  des  parents  soucieux 
Handbook  for  Parents  about  Drugs  (English,  French 
If  (information 
problems) 

Information  about 
Groups 

Letter  to  Management  Men  concerned  about  Alcoholism 
Employees 

LSD:  Problems  and  Promise  (English  and  French) 
Management  Can  Help  the  Problem  Drinker 
The  Nature  and  Extent  of  Speed  Use  in  North  America 
Trial  and  Error  (the  wife  of  an  alcoholic  speaks) 
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Alcoholics  Anonymous  and  Al-Anon  Family! 
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Attitudes  that  Facilitate  or  Hinder  the 
Treatment  of  Alcoholism 

By  Joan  Curlee 

Naturally  we  desire  to  explain  why  people  drink  in  an  ex- 
:essive,  addictive  manner.  In  seeking  a “cause"  for  this 
>ehavior,  it  is  easy  to  fall  into  an  exaggerated  reductionism. 
7or  example,  I know  a psychiatrist  who  assumes  that  any 
ilcoholic  can  be  considered  an  “infantile  personality,"  with 
ill  that  implies  about  dependency  problems,  other  difficulties 
n object  relationships,  sexual  immaturity,  and  general  ego 
inadequacy.  If  he  deals  with  a patient  who  has  a history  of  a 
drinking  problem,  he  assumes  that  his  patient  exemplifies  an 
nfantile  personality,  and  treats  him  accordingly. 

| Other  well-trained  and  experienced  people  have  stressed 
|>ther  sides  of  an  alcoholic's  personality.  Some  assume  that  all 
ilcoholics  are  sociopaths,  who  experience  no  guilt  except 
|heir  remorse  when  they  have  to  bear  consequences  of  their 
pehavior,  and  who  feel  no  genuine  responsibility  toward 
inyone.  Others  insist  that  the  most  common  difficulty  with 
ilcoholics  is  their  guilt — that  they  are  people  who  make 
Exceptionally  high  demands  upon  themselves  and  suffer 
gonies  when  they  are  unable  to  live  up  to  these  demands, 
iome  stress  the  self-indulgent,  irresponsible  behavior  of  alco- 
lolics  and  assume  that  alcoholics  must  be  confronted  with  the 
onsequences  of  their  behavior.  Others,  especially  Karl  Men- 
inger  (1938),  view  alcoholism  as  basically  self-destructive. 


)r.  Curlee  is  Staff  Psychologist  at  the  Veterans  Administration  Hos- 
lital,  Indianapolis,  Indiana.  This  article  is  reprinted  with  permission 
rom  the  author  and  from  Psychotherapy:  Theory,  Research  and 
* ractice . The  article  appeared  originally  in  Vol.  8,  No.  1 (Spring. 
971)  of  that  journal  on  pp.  68-70. 
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an  attenuated  suicide,  reflecting  strong  guilt  feelings,  inward-  nth 
turned  aggression  and  despair.  )K 

Some  have  stressed  the  gregarious  nature  of  alcoholics,  and 
have  described  them  as  especially  field-dependent,  drawing  fii 
their  cues  from  their  environment,  especially  the  people 
around  them.  Yet  a very  sensitive,  discerning  book  on  alco-  ^ 
holism  is  called  The  Lonely  Sickness  (Whitney,  1965). 

Still  others  see  the  alcoholic’s  drinking  as  a search  for  ar" 
mystical  experience.  Writers  as  different  as  William  James  I® 
and  the  novelist  Thomas  Wolfe  have  portrayed  the  role  of  m 
alcohol  in  man’s  search  for  a sense  of  unity  with  the  infinite. ! ier) 
One  psychiatrist  who  has  worked  for  many  years  with  alco-  Kl 
holies  says  she  has  found  that  her  patients  had,  at  some  time1 
early  in  their  drinking,  experienced  what  she  calls  a “cloud  !: 
nine”  experience,  or  “hitting  the  jackpot,”  in  the  sense  of  an  w 
oceanic  sense  of  unity  with  the  universe,  and  that  they  con- 11 
tinue  to  seek  this  in  more  and  more  drinking.  Although  with;te 
the  young,  drugs  may  be  serving  this  mind-expanding  quest  ® 
more  than  alcohol,  she  feels  that  this  search  for  a mystical  I* 
experience  is  an  important  factor  in  most  alcoholic  drinking.!  1 
Another  approach  stresses  the  social  learning  factors  that;K 
contribute  to  alcoholic  drinking  and  attempts  to  correct  this  “ 
faulty  learning. 

4e 

Some  but  not  All  ! k 

I le 

All  these  formulations  help  to  explain  the  drinking  of  some  : 
alcoholics,  but  none  applies  to  all  problem  drinkers.  In  my 
work  with  alcoholics,  both  in  diagnostic  assessment  and  in  ] 
treatment,  one  thing  that  has  struck  me  with  great  force  has;  ^ 
been  the  diversity  among  these  patients.  It  seems  to  me  that  M( 
any  attempt  to  apply  a blanket  explanation  to  all  patients 
who  present  the  complaint  of  excessive,  uncontrolled  drinking!  |- 
leads  to  errors  in  understanding  and  treating  these  patients,  j 
What  we  need,  instead,  is  a flexibility  and  respect  for  this  1 
diversity  that  will  enable  us  to  see  what  a patient  shows  us,j 
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lather  than  looking  for  ways  to  fit  him  into  an  etiological, 
»r  causal,  theory. 

)rinking  Itself  Interferes  with  Treatment 

ji  The  characteristics  that  appear  when  an  alcoholic  seeks 
Ireatment  may  well  be,  at  least  in  part,  the  result  of  his 
Irinking  patterns  and  the  ensuing  conflict  with  his  environ- 
nent  and  significant  people  in  it.  When  the  symptom  is 
emoved,  two  patients  who  seemed  quite  similar  may  present 
rery  different  characterological  pictures — pictures  which  would 
lecessitate  very  different  treatment  approaches.  Assessing  the 
jlmderlying  pathology  in  an  alcoholic  who  is  still  drinking  is 
virtually  impossible,  even  with  the  most  sophisticated  diag- 
nostic methods,  and  may  help  to  explain  the  errors  implicit  in 
Simplistic,  over-generalized  explanations.  We  feel  a need  to 
reat  something  more  basic  than  the  symptom,  but  it  is  quite 
lifficult  to  determine  what  that  “something  more  basic”  might 
|)e. 

I The  assumption  that  when  a patient’s  basic  difficulties  are 
j esolved  the  drinking  will  take  care  of  itself  has  the  difficulty 
hat  addictive  drinking  seriously  interferes  with  psychological 
reatment  of  underlying  conflicts.  In  a survey  conducted  for 
:he  American  Psychiatric  Association  and  the  National  Asso- 
ciation for  Mental  Health  (Glasscote  et  al.,  1967),  90%  of 
he  j v chiatrists  in  the  survey  considered  alcoholics  to  be 
‘more  difficult”  or  “much  more  difficult”  to  treat  than  other 
Datients.  In  fact,  27%  described  them  as  “impossible”  to  treat. 
I suspect  that  most  of  these  discouraged  therapists  were  at- 
tempting to  deal  with  fundamental  pathology  without  giving 
much  attention  to  the  symptom — the  drinking — itself. 

Drinking  Behavior  as  a Primary  Problem 

| The  fallacy  implicit  in  this  approach  becomes  clear  when 
we  consider  the  fact  that  therapy  necessarily  involves  a certain 
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amount  of  anxiety  which  must  be  endured,  at  least  long  t 
enough  for  it  to  be  brought  into  the  hour.  Alcoholics,  how-j®f 
ever,  have  learned  a foolproof  way  of  escaping  anxiety;  when  in 
they  feel  a twinge  of  anxiety,  the  remedy  is  readily  at  hand — jive 
not  introspection  or  examination  of  possible  transference  1 
implications  of  their  uneasiness,  but  the  bottle.  A number  ofp 
conditioning  studies  (cf.  Solomon  and  Wynne,  1954)  have  it 
shown  the  difficulty  of  extinguishing  a well-learned  avoidance  bo 
response.  Somehow  with  alcoholics  an  escape  from  anxiety- 1# 
creating  situations  via  the  bottle  must  be  prevented.  In  de-|lco 
termining  how  this  can  be  done,  however,  the  diversity  of pe 
the  patients  must  be  considered.  Some  can  avoid  the  escape  1c 
reaction  by  reliance  upon  Alcoholics  Anonymous.  Others  can® 
be  helped  to  avoid  this  escape  by  use  of  Antabuse.  For  others, pis 
a period  of  hospitalization  may  be  necessary  to  help  themi 
learn  that  they  can  tolerate  anxiety  for  a time  without  anyP 
dire  results.  For  others,  still  other  methods  must  be  used.® 
But  unless  the  drinking  behavior  is  dealt  with  directly  and;L 
as  a primary  problem,  therapy  will  usually  be  fruitless.  A 
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drinking  alcoholic  simply  cannot,  as  a rule,  tolerate  the 
stresses  and  strains  of  formal  psychotherapy.  When  therapy  ^ 
has  succeeded  without  any  adjunct  designed  to  limit  the 
drinking,  it  is  usually  because  there  has  been  a relationship 
established  that  is  strong  enough  to  provide  a control.  But 
this  is  more  difficult  than  we  sometimes  like  to  think. 
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Who  Can  Help  the  Alcoholic? 


Our  emphasis  on  underlying  pathology  implies  that  only  i 
a psychiatrist,  psychologist,  or  perhaps  a social  worker  canjfoot 
really  treat  an  alcoholic.  This  has  a ring  reminiscent  of  thel  i 
statement  one  formerly  heard  frequently  in  Alcoholics!  M 
Anonymous:  “Only  an  alcoholic  can  help  an  alcoholic.”  But*  k 
the  statement  is  heard  much  less  frequently  in  AA  todays  k 
and  Bill  W.,  one  of  the  founders  of  A A,  has  implored,  “Let’s)  fcr 
be  friendly  with  our  friends,”  and  has  urged  AA  members)  fsyc 
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) utilize  any  treatment  modality  that  might  be  needed  or 
Useful  in  a particular  case.  Perhaps  he  has  gone  beyond  many 
rofessionals  in  recognizing  the  implications  of  the  tremendous 
diversity  among  alcoholics. 

; There  is  a great  deal  of  evidence  that  people  can  and  do 
ecover  without  psychiatric  attention  to  their  underlying  con- 
victs. Some  of  the  people  in  A A,  for  example,  have  made 
ecoveries  any  therapist  would  be  proud  to  see  in  his  patients, 
/ithout  psychiatric  attention.  Psychiatric  treatment  for  all 
lcoholics  cannot  be  made  available  even  if  it  were  clearly 
ie  treatment  of  choice.  Unfortunately,  too,  the  attitude  that 
Icohofics  are  somehow  uninteresting  has  kept  some  of  our 
nost  talented,  innovative  people  from  wanting  to  work  in 
lis  field. 

lidden  Envy  or  Compassion? 

If  we  are  to  treat  alcoholics  successfully,  we  must  believe 
hat  recovery  is  possible — and  that  it  is  desirable.  But  it 
teems  that  clinicians  find  it  especially  easy  to  joke  about 
lcoholism  in  a way  that  hints,  at  least,  that  they  are  not 
sally  sure  they  want  to  do  anything  about  it.  Think  back, 
nd  see  whether  you  can  remember  times  when  the  alcoholic 
as  been  the  special  butt  of  jesting  in  your  own  conversations, 
lomehow,  it  just  seems  that  drunks  are  especially  funny, 
/hether  it’s  a character  portrayed  by  W.  C.  Fields,  a television 
haracter,  or  the  patient  in  the  ward.  The  problem,  I think, 
omes  from  our  tendency  to  identify  an  alcoholic’s  drinking 
vith  our  own.  To  us  drinking  is  associated  with  having  a 
;ood  time,  relaxing,  and  enjoying  oneself  in  general.  So  a 
>atient  whose  main  complaint  is  too  much  drinking  seems 
o be  a person  who  is  especially  carefree,  who  is  especially 
levoted  to  having  a good  time.  The  clinician  may  fail  to  see 
he  patient’s  real  suffering  and  may  harbor  a lurking  envy 
jor  this  carefree  fellow  who  can  “do  as  he  pleases.”  Most 
)sychiatrists  and  psychologists  have  a strong  orientation  to- 
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ward  work  and  duty  or  they  would  never  have  achieved  thehi 
professional  status.  The  seemingly  hedonistic  alcoholic  patiem  t 
may  represent  an  aspect  of  ourselves  that  we  have  repressed^ 
in  our  quest  for  professional  competence,  and  there  may  b<  sli 
some  unrecognized  reluctance  to  interfere  with  the  “fun”  th< 
alcoholic  is  having.  This  unacknowledged  envy,  however,  caiM1 
easily  be  transformed  into  dislike:  “Why  should  this  guy  b< 
able  to  do  as  he  pleases,  when  I have  to  work  my  head  off  > 
Why  should  I try  to  help  him?”  | f 

If  one  looks  and  listens  more  carefully,  he  will  find  that  th(  ' 
alcoholic’s  drinking  is  not  like  one’s  own — that  there  is  ajj 
desperate,  driven  quality  about  it  that  completely  separate] 
it  from  moderate  drinking  for  relaxation,  pleasure,  or  social  I 
bility.  I have  noticed  this  identification  with  the  alcoholi  *>r 
especially  in  young  clinicians — “You  may  see  he’s  acting  in  l!j 
self-destructive  manner,  but  that’s  only  clear  to  someone  oi|  ^ 
the  outside — he’s  having  a ball!”  But  the  alcoholic  is  nc 
“having  a ball.”  At  some  stage  in  his  drinking,  perhaps  he  die 
But  by  the  time  he  presents  himself  for  treatment,  or  ijk 
brought  in  by  someone,  he  is  hurting.  Whatever  pleasure  h ® 
may  once  have  felt  is  now  outweighed  by  the  pain,  despitj  ^ 
the  bravado  he  may  assume.  Recognizing  this  pain  may  hel  itci 
us  to  see  the  bravado  as  a pathetic  attempt  to  maintain  som  Pol 
semblance  of  dignity.  Eventually  we  become  capable  of  llb 
compassionate  view  of  the  alcoholic,  not  one  of  hidden  env  jm 
or  dislike.  p 

A Flexible  Approach 

What,  then,  are  the  attitudes  that  are  necessary  for  su<|  a 
cessful  treatment  of  alcoholics?  Our  approach  must  be  divers!  pe 
tied  and  flexible,  recognizing  the  vast  range  of  personalil  *l£ 
organization  and  types  of  pathology  that  may  find  expresskj  t 
in  excessive  drinking.  We  must  be  pragmatic,  adjusting  oq  ^ 
approach  to  the  realities  of  the  situation,  and  making  tl  itai 
best  possible  use  of  all  available  modalities  for  helping  alc<  h 
holies.  We  must  be  inquiring  and  innovative,  realizing  th  W 
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is  an  interesting  problem,  deserving  our  best  efforts.  And 
e must  be  compassionate — not  in  a “bleeding  heart”  or 
io-gooder”  sense,  but  in  the  truest  sense  of  empathy,  of 
eling  with  our  patients.  With  these  attitudes,  and  with  our 
jillest  utilization  of  our  best  clinical  skills,  alcoholism  can 
5 treated,  and  it  must  be. 
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jme.  le  Dr.  Curlee,  une  psychologue  membre  du  personnel  de  la 
Jterans’  Administration  Hospital  d’Indianapolis,  Indiana,  declare  que 
Ute  tentative  de  se  rabattre  sur  une  explication  unique  causative  en 
P1  litant  de  patients  alcooliques  est  inevitablement  vouee  aux  erreurs 
IS  tentant  de  les  comprendre  et  de  les  traiter.  Ce  qui  est  demande, 
31)  utot,  est  une  flexibility  et  un  respect  pour  la  diversity  qui  permettent 
i therapeutiste  de  voir  chaque  patient  tel  qu’il  est.  Les  caracteris- 
pies  communes  de  nouveaux  patients  alcooliques  peuvent  fort  bien, 
111  l moins  en  partie,  etre  le  resultat  de  leur  habitude  de  boire  et  des 
mflits  que  cela  cree  entre  les  patients  et  leur  entourage. 

Le  Dr.  Curlee  croit  que  toute  fa9on  d’aborder  la  raison  du  boire 
cessif  n’est  possible  qu’apres  le  traitement  direct  du  symptome 
SU  li-meme  (le  boire)  et  que  toute  tentative  de  comprendre  ou  de 
A!  igner  l’etat  pathologique  est  voue  a la  defaite  aussi  longtemps 
aH  le  le  patient  continue  de  boire.  II  existe  plusieurs  genres  de  traite- 
, ents  parmi  lesquels  choisir,  et  le  choix  devrait  se  faire  selon  les 
s1'  racteristiques  de  chaque  patient.  Beaucoup  depend  aussi  de  l’attitude 
O'  Is  cliniciens.  Certains  semblent  approcher  le  patient  alcoolique  avec 
tl  lie  attitude  hostile  ou  defaitiste  (avec  l’envie  non  avouee  pour  son 
;donisme  de  la  vie) . Une  meilleure  approche  est  une  de  compassion, 
: sympathie,  de  flexibility  et  aussi  de  pragmatisme. 
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Cigarette  Smoking  and  Its  Effects 

By  Sherrill  Game  and  Paul  Devenyi 


Despite  the  fact  that  cigarette  smokers  generally  have  more 


illness  and  shorter  lives  than  non-smokers  and  that  cigarette 


Ci! 
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smoking  declined  between  1965  and  1970,  the  Department 
of  National  Health  and  Welfare  has  estimated  that  in  197C 
approximately  44  per  cent  of  the  male  and  31  per  cent  of  the 
female  population  15  years  and  older  in  Ontario  still  smoked 
cigarettes  regularly.  During  the  last  20  years,  numerous 
research  reports  and  other  reports  have  been  published  ir 
Canada,  Great  Britain,  and  the  United  States  on  the  rela 
tionship  of  this  common  practice  to  health.  One  of  the  mosi 
significant  of  these  is  the  1971  Report  of  the  U.S.  Surgeor 
General’s  Advisory  Committee  on  Smoking  and  Health 
which  brings  together  and  reviews  past  and  current  researcl 
findings  in  this  field.  The  relationships  between  cigarette 
smoking  and  many  diseases  are  discussed  in  this  Report,  ai 
well  as  the  effects  of  smoking  during  pregnancy.  A genera^ 
account  is  also  given  of  the  various  theories  as  to  wh 
cigarette  smokers  have  more  illness  and  higher  death  ratefcj 
than  non-smokers.  Our  purpose  here  is  to  present  highlight?) ^ 
from  this  important  review. 


Diseases  of  the  Heart  and  Blood  Vessels 


Coronary  heart  disease  is  the  number  one  killer  in  Canada 
as  in  the  United  States.  Smokers  run  a higher  risk  than  non 


Mrs.  Game  is  an  Editorial  Assistant  in  the  Communication  Programf 
Division  at  the  Addiction  Research  Foundation  in  Toronto.  D 
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|iokers  of  developing  coronary  heart  disease  or  of  dying 
5m  heart  attacks.  Cigarette  smoking1  can  act  jointly  with 
rtain  other  factors  (e.g.,  high  blood  pressure,  physical 
activity,  high  serum  cholesterol,  and  inherited  predisposi- 
>n)  to  increase  risk  of  coronary  heart  disease.  People  with 
;art  conditions  who  smoke  run  the  risk  of  accelerating  this 
ocess.  If  a person  stops  smoking,  however,  he  is  less  likely 
die  from  coronary  heart  disease  than  if  he  did  not  do  so. 
Cigarette  smoking  also  affects  blood  vessels  in  other  parts 
the  body.  Smokers  are  more  likely  to  die  from  cerebro- 
scular  disease  than  non-smokers.  (Cerebrovascular  disease 
a condition  in  which  hardening  of  the  blood  vessels  in  the 
ain  may  lead  to  stroke.)  Cigarette  smokers  also  run  a higher 
»k  than  non-smokers  of  developing  peripheral  vascular 
sease — a condition  involving  the  blood  vessels  in  the  ex- 
nnities.  People  with  peripheral  vascular  disease  who  smoke 
n the  risk  of  increasing  its  severity. 

Inspiratory  Problems 

Shortness  of  breath,  cough,  and  excessive  saliva  occur  more 
squently  in  smokers  than  in  non-smokers.  Smoking  also 
i ems  to  slow  down  or  to  stop  the  work  of  cilia — small  hairs 
the  respiratory  passages  which  remove  dirt  by  beating 
^pidly — thus  allowing  harmful  substances  to  stay  in  the 
spiratory  system. 

Respiratory  infections  such  as  chest  colds  and  pneumonia 
e more  common  and  more  severe  in  smokers — particularly 
;avy  smokers — than  in  non-smokers.  Lung  complications 
.g.,  infections,  blood  clots)  occur  more  frequently  after 


'or  most  diseases  associated  with  smoking,  the  relationship  is 
Ijtronger  for  cigarette  smokers  than  for  pipe  and  cigar  smokers, 
[owever,  all  smokers  run  a higher  risk  than  non-smokers  of  de- 
veloping cancer  of  the  larynx,  mouth,  and  esophagus.  Pipe  smoking 
; causally  related  to  cancer  of  the  lip. 
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surgical  operations  on  smokers  than  after  operations  on  non,j( 
smokers.  In  people  suffering  from  asthma,  smoking  ma;; 
increase  the  frequency  and  severity  of  the  attacks. 


ibi 


Cigarette  smoking  is  the  most  important  cause  of  chronii||h 
bronchitis,  a disease  which  produces  inflammation  in  th 
bronchial  tubes  and  slows  down  air  flow  to  and  from  th 
lungs.  Emphysema,  a condition  in  which  lungs  lose  thei 
elasticity  and  retain  too  much  air,  occurs  more  frequently  ii 
smokers  than  in  non-smokers.  Risk  of  dying  from  chroni 
bronchitis  or  emphysema  is  also  increased  by  smoking.  Ex 
smokers  have  lower  death  rates  from  these  respirator 
diseases  than  those  who  continue  to  smoke. 


Id 
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Cancer 


Cigarette  smoking  is  the  main  cause  of  lung  cancer  in  meij  iscs 
It  is  also  a cause  of  lung  cancer  in  women  but  accounts  for  j ive 
smaller  proportion  of  the  cases  than  in  men.  The  death  rate]  fc 
for  women  who  smoke,  although  significantly  higher  thal  ipj 
for  female  non-smokers,  are  lower  than  for  men  who  smok< 
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The  risk  of  developing  lung  cancer  increases  with  th 
number  of  cigarettes  a person  smokes  per  day,  the  numb<j 
of  years  he  has  smoked,  and  the  earliness  of  the  age  at  whiq 
he  started  smoking.  Smokers  who  use  non-filter  cigarettes  ru 
a higher  risk  than  smokers  who  have  switched  to  flit* 
cigarettes.  Risk  of  developing  lung  cancer  diminishes  if 
person  stops  smoking;  ex-cigarette  smokers  have  much  low* 
death  rates  from  lung  cancer  than  those  who  continue  t( 
smoke. 


Smoking  is  related  to  cancer  in  other  parts  of  the  body  i 


well.  It  is  an  important  factor  in  causation  and  developmei 


of  cancer  of  the  larynx  and  also  plays  a part  in  developmeij  „ 
of  cancer  of  the  mouth  and  esophagus.  In  addition,  an  ass*1® 
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ation  is  suggested  between  cigarette  smoking  and  cancer  of 
e bladder,  kidney,  and  pancreas. 


ther  Conditions 

! Women  who  smoke  during  pregnancy  tend  to  have  smaller 
iibies  and  are  more  likely  to  give  birth  prematurely  than 
pmen  who  do  not  smoke  during  pregnancy.  They  also  have 
greater  number  of  stillbirths,  and  death  among  their  new- 
>rns  is  more  common.  Male  cigarette  smokers  are  more 
cely  to  get  stomach  ulcers  than  non-smokers;  they  also 
ive  higher  death  rates  from  this  condition.  Smoking  appears 
slow  the  healing  of  ulcers  as  well. 


ode  of  Action 

!:  As  information  about  hazards  of  smoking  has  accumulated, 
searchers  have  become  interested  in  why  cigarette  smokers 
ive  more  illness  and  higher  death  rates  than  non-smokers, 
he  Report  discusses  a number  of  theories  as  to  why  this 
ippens. 


Theory  No.  1. 

igarette  smoking  starts  a disease  process  and  continues  to 
oduce  progressive,  irreversible  damage  until  smoking  is 
opped.  The  amount  of  damage  is  directly  related  to  the 
tal  number  of  cigarettes  smoked  over  the  years.  If  smoking 
stopped,  this  process  also  stops  (although  further  deteriora- 
on  may  occur  through  aging  or  exposure  to  other  harmful 
lbstances) . Damage  caused  by  smoking  is  permanent.  This 
eory  could  account  for  the  relationships  that  exist  between 
garette  smoking  and  diseases  of  the  blood  vessels,  chronic 
ronchitis,  and  emphysema. 


Theory  No.  2. 

| igarette  smoking  starts  a disease  process,  but  the  body  con- 
hues  to  repair  itself  until  some  critical  point  is  reached.  At 


33 


me 

I ion: 


this  point,  the  process  is  no  longer  reversible.  The  amount 
of  damage  seems  to  be  directly  related  to  number  of  cigarettes 
smoked  per  day  when  the  critical  point  is  hit,  but  can  also 
be  related  to  the  total  number  of  cigarettes  smoked  over  t hi  nit 
years.  If  smoking  is  stopped  before  the  critical  point  is 
reached,  risk  of  permanent  damage  is  reduced;  if  smoking  is 
stopped  after  this  point  is  reached,  however,  damage  is  per- 
manent. This  theory  could  account  for  the  relationship  that 
exists  between  cigarette  smoking  and  lung  cancer. 


On 


Theory  No.  3. 

Cigarette  smoking  promotes  disease,  either  by  supporting  its  arc 
development  or  by  impairing  the  body's  ability  to  cope  witkw 
and  defend  against  disease.  This  may  take  place  in  one  olftp 
three  ways:  cigarette  smoking  may  make  an  unnoticed  condi- 
tion a readily  detectable  one;  it  may  turn  a mild  condition 
into  a more  severe  one;  or  it  may  transform  a serious  con- 
dition into  a lethal  one.  This  type  of  action  could  accouni 
for  part  of  the  excess  mortality  among  smokers  from  i 
number  of  diseases  (e.g.,  some  respiratory  disease  anc 
coronary  heart  disease) . 


Th 


Conclusion 


These  different  theories  concerning  ways  in  which  cigarethij 
smoking  may  be  related  to  illness  and  death  are  attempts  tc 
explain  what  cigarette  smoking  can  do  to  the  body.  It  is  clean 
that  cigarette  smoking  presents  a serious  hazard  to  health.  Ac 
cording  to  current  theory,  giving  up  smoking  halts  certair 
disease  processes  and  significantly  slows  others,  but  some  ol 
the  kinds  of  damage  that  can  be  produced  by  smoking  art 
permanent.  In  light  of  this,  then,  it  seems  advisable  for 
smokers  to  stop — and  even  more  advisable  for  non-smoker^ 
not  to  begin. 
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ne  Game,  une  assistante  a l’editorial  de  la  division  des  communi- 
ions  informatives  a l’Addiction  Research  Foundation  de  Toronto, 
le  Dr.  Devenyi,  directeur  des  services  de  sante  des  employes,  a la 
me  place,  presentent  les  points  importants  du  rapport  1971  du 
mite  consultatif  du  U.S.  Surgeon  General  sur  l’habitude  de  fumer 
la  sante.  Le  rapport  entre  la  cigarette  et  les  ulceres;  le  cancer  des 
anions  et  certains  autres  organes;  les  autres  maladies  du  systeme 
piratoire;  et  les  maladies  affectant  les  vaisseaux  sanguins  du  coeur, 
cerveau  et  des  extremites  sont  analyses  tout  comme  les  effets  de 
cigarette  durant  la  grossesse. 

Un  compte-rendu  est  aussi  donne  d’un  nombre  de  theories  courantes 
>avoir  pourquoi  ceux  qui  fument  la  cigarette  sont  plus  souvent 
lades  et  ont  un  plus  haut  taux  de  mortality  que  ceux  qui  ne 
nent  pas.  Selon  ces  theories,  l’abandon  de  la  cigarette  arrete  la 
rche  de  certaines  maladies  et  entrave  serieusement  la  marche 
utres,  mais  quelques-uns  des  dommages  causes  par  la  cigarette 
it  permanents. 


The  Forgotten  Children 

A paperback  book  by  R.  Margaret  Cork 

This  is  the  second  printing  of  a book  about  115  children  who 
were  interviewed  by  Margaret  Cork,  the  social  worker  who 
heads  the  Addiction  Research  Foundation’s  Youth  Counselling 
Service  in  Toronto.  All  of  these  children  came  from  the  homes 
of  alcoholics,  and  most  of  them  have  disturbing  stories  to  tell. 
Miss  Cork  says  these  children  need  help.  95  cents. 


The  Pursuit  of  Intoxication 

A new  paperback  book  by  Andrew  I.  Malcolm 

Dr.  Malcolm,  a staff  psychiatrist  with  the  Addiction  Research 
Foundation  for  eight  years,  examines  the  many  reasons  why 
people  have  used  and  continue  to  use  the  psychoactive  drugs, 
under  five  main  headings : Religion,  Medicine,  Endurance, 
Extinction,  and  Recreation.  The  book  not  only  has  something 
to  say  about  all  drugs  in  current  use;  it  also  attempts  to  place 
the  use  of  these  drugs  in  historical  perspective.  $2.50. 


For  information  about  obtaining  these  books,  see  page  36. 
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Drugs,  Society,  and  Personal  Choice 

A new  paperback  book  by 
Harold  Kalant  and  Oriana  Josseau  Kalant 

This  is  a book  designed  to  help  people — as  individuals,  as 
family  members,  and  as  policymakers — to  arrive  at  fully  in- 
formed, balanced,  reasonable  decisions  about  drugs.  Many 
scientists  today  are  concerned  that  their  work  should  contribute 
to  this  process.  Dr.  Harold  Kalant  is  Associate  Director  of  Re- 
search and  his  wife,  Dr.  Oriana  Kalant,  is  a Research  Scientist 
at  the  Addiction  Research  Foundation.  They  wish  to  provide 
through  this  book  data  and  ways  of  dealing  with  data  that  will 
assist  responsible  citizens  in  achieving  a perspective  that  can 
lead  to  an  appropriate  decision.  $1.95. 


The  Forgotten  Children  and  Drugs,  Society  and  Personal 
Choice  are  published  by  PaperJacks,  a division  of  General 
Publishing  Company,  30  Lesmill  Road,  Don  Mills,  Ontario  in 
association  with  the  Addiction  Research  Foundation  of 
Ontario.  The  Pursuit  of  Intoxication  is  published  by  the 
Addiction  Research  Foundation  and  distributed  by  Paper- 
Jacks.  Copies  of  these  books  are  available  at  book  stores 
and  from  General  Publishing.  They  may  also  be  obtained 
by  writing  to  the  Addiction  Research  Foundation,  Com- 
munication Programs  Division,  33  Russell  Street,  Toronto 
179,  Ontario.  When  ordering  any  of  these  books  from  the 
Foundation,  please  enclose  with  your  order  $2.00  for  Drugs, 
Society  and  Personal  Choice,  $1.00  for  The  Forgotten  Chil- 
dren, or  $2.50  for  The  Pursuit  of  Intoxication. 
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The  Great  Drug  Education  Hoax 

by  Seymour  Halleck 


This  is  an  article  which  was  printed  in  1970  in  The  Progressive,  a 
magazine  published  in  Madison,  Wisconsin.  We  think  that  the  point 
of  view  expressed  is  one  that  has  much  relevance  to  the  Canadian 
scene,  despite  some  comments  that  are  probably  closer  to  the  experi- 
ence of  Americans  than  of  Canadians. 

Regardless  of  differences  in  the  amount  of  “scare”  education  and 
heroin  addiction,  the  numbers  of  young  people  involved  in  drug  use, 
and  the  nature  of  underlying  social  problems,  Dr.  Halleck’s  central 
suggestion  is  one  that  we  recommend  for  consideration  in  Ontario. 
This  is  his  notion  that  a better  kind  of  drug  education  might  centre 
around  the  ethics  of  artificial  euphoria.  Whether  or  not  one  agrees 
with  Dr.  Halleck  on  such  matters  as  the  enforceability  of  drug  laws 
or  the  accuracy  of  drug  surveys,  his  plea  for  careful  “pleasures  vs. 
hazards”  assessment  of  drugs  also  seems  worthy  of  consideration. 

Editor. 


It  is  now  obvious  to  even  the  staunchest  “law  and  order” 
advocates  that  our  law  enforcement  agencies  cannot  control 
the  use  of  illegal  drugs.  Neither  harsh  penalties,  vigorous 
police  surveillance,  nor  determined  efforts  to  diminish  the 
flow  of  drugs  into  the  country  have  prevented  millions  of 
young  people  from  experimenting  with  pharmaceutical  agents 
alleged  to  be  dangerous.  In  the  light  of  this  inability  to 
control  drug  usage  through  legal  sanctions,  it  has  become 
fashionable  to  turn  to  “education”  as  the  best  method  of  per- 
suading youth  to  abstain. 


Dr.  Halleck  is  Professor  of  Psychiatry  and  Director  of  Student  Psy- 
chiatric Services  at  the  University  of  Wisconsin.  This  article  is  re- 
printed with  permission  from  the  author  and  from  The  Progressive. 
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The  American  people  have  great  faith  in  education.  They  e 
have  set  out  to  educate  our  young  people  about  drug  abuse  £ 
with  a vengeance.  Lectures  on  drugs  have  become  almost  a t 
fixture  of  the  high  school  and  college  curriculum.  Even  £ 
sparsely  populated  communities  have  appointed  committees  ! t 
charged  with  promoting  drug  education.  Such  committees  i 
usually  set  up  lectures  or  forums  at  which  young  people  and  j 
their  parents  can  hear  experts  discuss  the  effects  and  relative  j 
dangers  of  a wide  variety  of  pharmaceutical  agents. 

Strangely  enough,  repetitive  discussion  of  drugs  does  not  ( 
seem  to  bore  most  people.  Adults  turn  out  for  public  meet-  j ; 
ings  in  amazing  numbers.  Even  students  (whose  enthusiasm  ' 
is  perhaps  buttressed  by  their  being  allowed  to  miss  regular  ; 
class  time)  become  avid  listeners  and  participants.  Commun- 
ity leaders  responsible  for  drug  education  point  proudly  to  ; 
the  number  of  lectures  and  meetings  they  have  sponsored;  1 
many  seem  to  feel  that  as  long  as  they  keep  talking  about  the  j 
drug  problem,  it  will  be  solved. 

Despite  all  this  enthusiasm,  there  is  still  no  way  of  evaluating 
whether  educating  young  people  about  drugs  has  any  effect  j 
whatsoever  in  diminishing  drug  usage.  Accurate  data  about 
the  incidence  of  drug  experimentation  are  almost  impossible 
to  obtain.  People  who  take  drugs  illicitly  are  not  going  to  talk 
about  it  too  openly,  and  it  is  also  unlikely  that  they  will  be 
honest  or  cooperative  in  responding  to  survey  research.  It 
does  seem  clear,  however,  from  what  little  survey  information 
we  do  have,  that  even  with  our  educational  programs,  illegal 
drug  usage  has  continued  to  increase. 

In  view  of  our  uncertainty  as  to  the  effectiveness  of  drug 
education,  it  seems  to  me  that  it  would  be  prudent  to  con- 
sider two  disconcerting  possibilities.  First,  that  drug  educa-  j 
tion  may  not  discourage  youth  from  experimenting  with 
illegal  drugs.  Under  certain  circumstances,  as  indicated  later, 
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education  may  even  encourage  drug  usage.  Second,  that  drug 
education  programs  may  be  expensive  and  ineffective  distrac- 
1 tions  which  diminish  our  motivations  to  examine  basic  moral 
and  political  questions  which  may  be  the  very  roots  of  the 
drug  problem. 


The  Scare  Technique 

The  most  prevalent  but  least  effective  theme  in  the  drug 
education  program  is  to  “scare  the  hell  out  of  them.”  Too 
often  the  program  consists  of  one  or  more  meetings  at  which 
a local  physician,  a law  enforcement  officer,  and  perhaps  a 
former  addict  will  endlessly  catalogue  the  horrible  outcome 
of  drug  usage.  The  physician  will  exaggerate  the  degree  to 
which  drugs  can  produce  bodily  damage.  The  law  enforce- 
ment officer  will  gravely  talk  about  the  increasing  flow  of 
drugs  into  the  community  and  will  throw  in  a few  anecdotes 
about  young  people  he  has  seen  ruined  by  drugs.  Sometimes 
he  will  even  bring  in  displays  of  confiscated  drugs  to  show 
to  his  presumably  horrified  audience.  The  former  addict,  who 
is  usually  the  star  performer,  will  recount  his  sordid  experi- 
ences as  a drug  user  and  will  glowingly  report  the  salutary 
effects  of  his  reformation.  It  is  an  interesting  show  which  has 
much  of  the  flavor  of  an  old-fashioned  revival  meeting. 

Unfortunately,  such  a biased  approach  to  the  drug  problem 
is  unlikely  to  have  a positive  influence  upon  young  people. 
The  kids  know  better.  A sizeable  proportion  of  high  school 
and  college  students  in  the  audience  have  already  experi- 
mented with  marihuana.  Many  have  found  this  experience 
to  be  a pleasant  one.  Few  marihuana  users  believe  that  they 
have  been  harmed  by  using  the  drug.  When  these  young 
people  hear  speakers  describe  marihuana  as  a narcotic  which 
belongs  in  the  same  class  as  harder  drugs,  they  are  under- 
standably skeptical  of  the  speaker’s  reliability.  Since  the 
young  person’s  own  experience  leads  him  to  believe  that  the 
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speaker  is  exaggerating  the  dangers  of  marihuana,  he  wonders 
if  the  speaker  is  not  exaggerating  the  dangers  of  other  drugs 
as  well. 

It  is  also  true  that  those  students  who  have  never  used  illegal 
drugs  usually  know  somebody  who  has.  Generally  the  student 
who  does  not  use  drugs  hears  only  favorable  reports  of  their 
effects  from  those  who  do.  The  non-user  also  notes  that  most 
of  his  user  friends  do  not  seem  to  be  suffering  the  horrible 
effects  described  by  the  speakers.  He  is  much  more  likely  to 
be  influenced  by  the  opinions  of  his  peers  than  the  opinions 
of  adult  speakers. 

Even  the  presence  of  a youthful  former  addict  on  the  pro- 
gram does  not  have  much  deterrent  effect  on  the  audience. 
Usually  the  former  addict  has  been  addicted  to  heroin.  He  is 
likely  to  have  grown  up  in  an  urban  ghetto  community  and 
his  life  experiences  are  unlikely  to  have  been  similar  to  those 
of  most  of  his  audience.  The  young  person  in  the  audience 
who,  as  a rule,  has  never  experimented  with  “hard”  drugs 
has  difficulty  in  identifying  with  the  outlook  or  experiences 
of  a true  addict. 

Finally,  young  people  do  a great  deal  of  reading  about  drugs. 
From  my  own  experience  in  working  with  student  groups, 
I am  regularly  impressed  with  their  knowledge  of  both  the 
scientific  and  popular  drug  literature.  Unfortunately,  many 
of  the  doctors  and  police  officers  who  participate  in  the 
“scare  the  hell  out  of  them”  programs  have  had  neither  the 
motivation  nor  the  time  to  familiarize  themselves  with  the 
literature. 

Usually,  when  given  a chance  to  ask  questions,  the  young 
people  in  the  audience  find  it  easy  to  embarrass  a speaker 
by  quoting  studies  which  contradict  the  speaker’s  claims.  Nor 
is  it  difficult  for  them  to  expose  the  moralistic  rather  than 


4 


the  factual  basis  of  a speaker’s  admonitions.  Once  a speaker’s 
biases  and  ignorance  have  been  exposed,  the  younger  people 
in  the  audience  seem  to  give  up.  They  may  continue  to  con- 
front the  speaker  but  as  the  meeting  goes  on  it  is  evident  that 
some  are  snickering,  that  others  are  giving  one  another  know- 
ing glances,  and  that  most  are  responding  to  the  meeting  with 
an  attitude  of  supercilious  resignation. 

More  Sophisticated  Approaches 

As  educators  become  more  sophisticated  they  tend  to  add 
participants  to  their  programs  who  provide  more  factual 
knowledge  about  drugs.  Some  groups  will  even  allow  advo- 
cates of  more  liberal  drug  usage  to  participate  in  the  educa- 
tion process.  Not  infrequently,  a knowledgeable  pharma- 
cologist or  psychiatrist  will  be  allowed  to  present  accurate 
information  concerning  the  physical  and  psychological  effects 
of  drug  usage.  Young  people  seem  to  have  an  insatiable  de- 
mand for  such  information.  They  will  listen  avidly  as  the 
lecturer  discusses  chemical  formulas,  describes  sophisticated 
scientific  studies,  and  lists  esoteric  side  effects  of  a wide 
variety  of  little  known  as  well  as  popular  drugs. 

As  one  listens  to  such  talks,  he  finds  it  hard  to  keep  from 
wondering  why  sixteen  or  seventeen  year  olds  should  be  so 
fascinated  with  pharmacology  or  psychiatry.  It  is,  after  all, 
hardly  essential  that  teenagers  have  vast  knowledge  of  the 
physical  and  psychological  effects  of  psilocybin,  LSD,  or 
DMT.  It  seems  quite  unlikely  that  such  extensive  knowledge 
is  going  to  help  them  make  a moral  decision  on  whether  they 
will  ingest,  inhale,  or  inject  an  illegal  substance  into  their 
bodies.  One  possible,  but  ominous,  explanation  of  the  young 
people’s  interest  might  be  that  they  are  already  heavily  in- 
volved in  using  drugs;  that  they  are  simply  trying  to  get  as 
much  information  as  they  can  so  that  they  can  enjoy  the  most 
pleasurable  drug  experience  and  be  informed  on  how  they 
might  deal  with  any  undesirable  reactions. 
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As  the  young  person  listens  to  factual  material  about  drugs, 
he  comes  to  appreciate  that  they  are  not  nearly  so  dangerous 
as  people  generally  believe  them  to  be.  This  is  particularly 
true  in  the  case  of  marihuana.  I have  had  the  experience  of 
lecturing  groups  about  the  physical  and  psychological  effects 
of  marihuana  and  have  noted  that  as  long  as  I present  only 
objective  material,  and  do  not  raise  moral  questions,  the 
audience  seems  to  become  progressively  more  enthusiastic 
about  the  drug.  At  least  in  some  instances  the  factual  ap- 
proach to  drug  education  could  encourage  rather  than  dis- 
courage experimentation. 

The  Pied  Pipers 

If  an  education  program  also  includes  an  advocate  of  drug 
experimentation,  the  program  is  even  more  likely  to  have 
unintended  effects.  There  are  many  people  in  our  society, 
including  some  professionals,  who  feel  that  consciousness- 
altering  drugs  can  produce  pleasant,  enlightening,  and  even 
spiritual  experiences.  They  view  some  of  the  drugs,  partic- 
ularly the  psychedelics,  as  agents  that  may  eventually  have 
a highly  beneficial  influence  on  man’s  well-being.  Not  in- 
frequently, these  individuals  are  charming  or  charismatic. 
Drugs  are  their  “thing”  and  they  are  likely  to  know  a little 
more  about  them  than  the  other  speakers. 

In  the  eyes  of  the  youthful  audience,  these  drug  advocates 
are  also  likely  to  be  people  who  share  the  values  of  the 
“now”  generation  and  who  are  quite  adept  at  communicating 
with  the  young.  In  any  debate  with  biased  or  even  cautious 
advocates  of  drug  control,  they  are  quite  likely  to  exert  the 
greater  influence.  I have  watched  scholarly  and  articulate 
men  debate  with  some  of  the  “Pied  Pipers”  of  the  psychedelic 
era  such  as  Timothy  Leary,  and  have  noted  that  even  if  the 
scholar  presents  the  more  telling  arguments,  he  usually  loses 
his  audience. 
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We  must  also  consider  the  possibility  that  repeated  exposure 
to  any  subject  may  markedly  alter  our  attitudes  toward  that 
subject.  As  illegal  drugs  are  endlessly  discussed  and  redis- 
cussed they  become  more  familiar  and  perhaps  more  accept- 
able to  us. 

Provocative  Reporting 

It  is  conceivable  that  the  plethora  of  publicity  about  drug 
usage,  and  the  abundance  of  educational  meetings  held, 
simply  neutralize  the  negative  feelings  with  which  adults  view 
drugs  and  arouse  the  curiosity  of  youth  who  are  prone  to 
experiment  and  take  risks  anyway.  The  problem  is  com- 
pounded by  the  tendency  of  the  news  media  to  report  the 
proceedings  of  a drug  information  program  in  a provocative 
manner.  The  drugs  may  be  described  as  dangerous  but  they 
are  also  described  in  a manner  that  lends  them  an  aura  of 
mystery  and  excitement.  The  young  person  may  be  thus 
stimulated  to  indulge  in  behavior  that  not  only  appears  to  be 
“the  thing  to  do”  but  which  also  promises  to  be  adventurous. 

A Help  for  Parents  and  Professionals 

Though  I have  questioned  the  value  of  drug  education  pro- 
grams in  general,  I do  not  mean  to  suggest  that  educational 
programs  must,  of  necessity,  be  useless  or  dangerous.  They 
can  certainly  be  helpful  to  adults.  When  it  comes  to  holding 
dialogues  with  teenage  children  about  the  potential  dangers 
of  drugs,  the  average  American  parent  is  totally  outmatched. 
For  reasons  mentioned  earlier,  his  child  is  likely  to  have  a 
fund  of  information  and  a grasp  of  the  issues  which  exceeds 
his  own.  At  the  very  least,  parents  who  decide  to  counsel 
their  children  about  the  use  of  drugs  should  start  out  with  a 
knowledge  of  the  facts.  It  is  also  important  that  professionals 
know  about  drugs;  the  family  physician,  the  high  school  coun- 
sellor, the  teacher,  and  the  minister  quite  frequently  seem  to 
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be  as  ignorant  of  the  uses  and  effects  of  drugs  as  the  ordinary 
adult. 


Social  and  Ethical  Issues 

Educational  programs  might  be  helpful  to  young  and  old 
alike  if  they  focused  on  broader  social  and  ethical  issues.  It 
would  be  useful  to  begin  by  acknowledging  that  the  abuse 
of  legal  drugs,  including  those  prescribed  by  physicians,  is 
probably  a greater  problem  for  our  society  than  abuse  of 
illegal  drugs.  And  abuse  of  alcohol  still  creates  more  mental 
and  physical  suffering  among  our  citizens  than  abuse  of  other 
legal  drugs. 

Safety  and  Morality 

If  the  drug  problem  is  viewed  from  a broad  perspective,  a 
crucial  ethical  question  for  our  society  is:  Which  drugs,  legal 
or  illegal,  are  worth  using?  Which  drugs,  if  any,  make  life 
better?  Most  drugs  provide  the  user  with  a pleasant  experi- 
ence— for  the  moment.  Conceivably,  there  may  also  be  drugs 
which  could  expand  human  awareness  and  provide  people 
with  new  insights.  Whether  one  uses  tobacco,  alcohol,  mari- 
huana, amphetamines,  or  heroin,  he  is  searching  for  some- 
thing, occasionally  for  greater  awareness  but  usually  for 
stimulation  or  relaxation,  for  a temporary  respite  from  the 
tedium  or  stresses  of  everyday  life.  If  we  agree  that  man  is 
entitled  to  a certain  degree  of  artificial  stimulation  or  relaxa- 
tion, it  is  important  to  know  which  drugs  do  this  most  effec- 
tively and  with  the  greatest  safety. 

The  issue  of  safety  must  be  considered  in  basic,  honest  terms. 
To  begin  with,  the  educator  must  acknowledge  that  there  is 
no  drug  known  to  mankind  that  is  not  dangerous  if  used  to 
excess.  Many  of  the  arguments  between  generations  as  to 
whether  the  older  generation’s  drug,  alcohol,  is  preferable  to 
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the  younger  generation’s  drug,  marihuana,  arise  out  of  the 
protagonists’  failure  to  define  what  kind  of  dosages  they  are 
talking  about.  If  one  compares  the  effects  of  large  dosages  of 
alcohol  against  the  effects  of  small  dosages  of  marihuana, 
alcohol  is  obviously  the  more  dangerous  drug.  However, 
when  purer  forms  of  marihuana  are  used  frequently,  mari- 
huana may  have  as  many  undesirable  side  effects  as  alcohol. 
Both  drugs  can  also  lead  to  social  deterioration. 

On  the  other  hand,  both  drugs  can  provide  man  with  great 
pleasure.  Society’s  task  is  to  consider  the  physical,  psycho- 
logical, and  social  dangers  of  each  drug  and  to  make  moral 
decisions  as  to  whether  the  pleasures  produced  by  that  drug 
are  worth  risking  its  hazards.  Similar  kinds  of  questions  are 
relevant  to  the  use  of  other  drugs  such  as  tobacco,  LSD,  bar- 
biturates, or  the  amphetamines.  The  search  for  answers  to 
these  basic  questions  could  provide  a more  rational  basis  for 
future  legislation  than  the  puritanical  or  evangelistic  ap- 
proaches prevalent  now. 

Young  people  as  well  as  their  parents  could  benefit  from  a 
careful  consideration  of  the  morality  of  searching  for  arti- 
ficial stimulation  or  tranquillity.  There  has  probably  never 
been  a society  which  has  not  used  some  kind  of  fermented 
beverage  or  botanical  product  to  make  the  pains  and  out- 
rages of  everyday  life  more  tolerable.  It  would  seem  that 
man’s  existence  is  so  plagued  by  anxiety,  uncertainty,  and 
loneliness  that  he  regularly  seeks  temporary  states  of  arti- 
ficial escape.  The  problem  here  is  that  a certain  degree  of 
stimulation  or  tranquillity  obviously  benefits  many  people,  but 
too  much  alteration  of  consciousness  does  not  bring  out  the 
best  in  man.  People  need  a certain  amount  of  anxiety  and 
frustration  to  be  creative,  to  make  decisions,  and  even  to 
confront  oppressive  institutions  within  our  society.  If  they 
become  too  euphoric  or  too  tranquil,  they  do  nothing. 
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I have  noted  over  several  years  of  watching  protests  at  the 
University  of  Wisconsin  that  activism  and  drug  usage  seem 
to  be  inversely  related.  I am  not  saying  that  protesters  do  not 
use  drugs.  They  frequently  do,  and  for  that  matter  the  drug 
experience  may  even  encourage  them  to  question  existing 
values  even  more  vigorously.  What  I am  saying  is  that  at  a 
time  of  confrontation,  when  it  is  urgent  to  bring  about  useful 
change,  a ready  availability  of  drugs  in  the  community  seems 
to  diminish  the  drive  to  seek  change.  I have  seen  dedicated 
activists  become  so  involved  in  drug  usage  that  they  lost  their 
desire  to  continue  their  activism.  In  their  narcotized,  peaceful 
states,  such  youth  may  be  more  tolerable  to  the  “establish- 
ment,” but  their  use  of  drugs  has  rendered  them  ineffective 
as  agents  of  social  change. 

Even  in  smaller  social  relationships,  excessive  drug  usage 
seems  to  have  a pernicious  effect  in  maintaining  an  undesir- 
able status  quo.  I recently  counselled  a couple  who  had 
serious  problems  with  each  other.  They  had  many  disagree- 
ments, different  tastes,  and,  like  many  other  married  couples, 
had  devised  subtle  but  elaborate  means  of  keeping  each  other 
unhappy.  Periodically  they  would  get  into  an  argument  and 
try  to  consider  their  differences  seriously.  They  both,  how- 
ever, happened  to  be  heavy  marihuana  users.  Whenever  they 
felt  too  anxious  about  their  relationship,  they  would  simply 
“turn  on”  and  their  problems  would  never  be  resolved.  They 
remained  tranquil,  but  both  were  chronically  depressed  over 
a relationship  which  would  have  been  made  meaningful  if 
they  had  really  confronted  each  other.  Similar  kinds  of  op- 
pressive status  quos  are  probably  being  maintained  in  many 
marital  and  other  social  relationships  whenever  drugs  (legal 
or  illegal)  are  used  to  narcotize  individuals  who  have  prob- 
lems but  who  are  reluctant  to  deal  with  them. 

Young  people  do  seem  to  understand  that  if  the  world  were 
peaceful  and  that  if  all  men  were  free,  drug  usage  might  be 
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a luxury  we  could  easily  afford.  They  can  also  appreciate 
that  in  a world  in  which  there  are  so  many  oppressive  forces 
to  be  dealt  with,  in  which  there  are  so  many  things  that  need 
doing  and  changing,  and  in  which  the  joys  of  creativity  still 
represent  one  of  the  most  profound  of  human  experiences, 
excessive  search  for  artificial  euphoria  might  be  socially 
dangerous.  I do  not  know  if  raising  ethical  questions  about 
the  general  problems  of  artificial  euphoria  actually  discour- 
ages young  people  from  using  drugs.  Certainly  such  an  ap- 
proach cannot  provide  any  young  person  with  a clear  yes-or- 
no  answer  on  whether  he  should  experiment  with  a particular 
drug.  It  does,  however,  provide  him  with  an  intellectual 
framework  from  which  he  can  make  a rational  decision  un- 
biased by  the  exaggerated  views  of  his  peers  or  his  parents. 
And  considering  the  problem  of  drug  usage  in  basic  moral 
or  ethical — and  social — terms  does  seem  to  minimize  the 
destructive  and  inane  polarization  of  viewpoints  which  ap- 
pears to  be  an  inevitable  result  of  the  ordinary  drug  educa- 
tion program. 

Obviously  the  approach  I am  advocating  would  lead  to  ser- 
ious questioning  of  existing  laws  governing  drug  usage  and 
distribution.  Many  of  our  laws  are  based  on  unrealistic  fears 
and  misinformation.  If  we  approached  the  drug  problem  by 
recognizing  man’s  need  to  seek  relief  and  release  from  a 
world  he  never  made,  by  being  realistic  as  to  the  physical 
and  psychological  dangers  of  drugs,  and  by  considering  the 
extent  to  which  society  has  the  right  to  control  the  use  of 
agents  that  interfere  with  social  progress,  we  could  at  least 
develop  a rational  basis  for  recommending  legal  reform. 

With  the  exception  of  a few  esoteric  drugs — which  are  not 
used  too  frequently  anyway — most  of  the  drugs  which  youth 
currently  use  have  been  with  us  for  a long  time.  Why  should 
young  people  suddenly  turn  to  drugs  now?  It  is  unlikely  that 
youth’s  innate  need  for  artificial  escape  has  changed.  Rather, 
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something  about  the  society  must  have  changed.  Many  social 
factors  can  be  invoked  to  explain  the  drug  problem.  There 
is  the  generation  gap,  and  the  increasing  tendency  of  youth 
to  imitate  peers  and  to  derive  their  values  from  peers.  There 
is  our  growing  permissiveness  and  our  willingness  to  tolerate 
new  kinds  of  social  experimentation.  There  is  our  tendency 
to  search  for  meaning  in  an  era  in  which  past  values  are 
losing  their  relevance.  And  most  of  all,  there  is  despair. 

Perhaps  the  best  explanation  for  the  growing  use  of  drugs 
in  this  country  is  that  we  are  an  unhappy  society.  It  makes 
little  difference  whether  one  is  talking  about  young  people 
who  use  illegal  drugs  or  older  people  who  use  legal  drugs.  In 
our  frustration,  our  anxiety,  our  fear,  our  boredom,  and  our 
purposelessness,  we  all  use  too  many  drugs.  Our  affluence 
and  leisure  do  not  bring  us  happiness.  Our  failure  to  deal 
with  urgent  problems  such  as  the  rapid  rate  of  technological 
change,  over-population,  pollution,  or  the  war  in  Vietnam 
leaves  us  feeling  frustrated  and  impotent.  The  younger  gen- 
eration seems  especially  desperate.  They  fear  the  future, 
distrust  the  past  as  a guide  to  the  future,  and  are  relentlessly 
trying  to  live  in  the  moment.  The  drug  experience  heightens 
their  sense  of  the  present  and  enables  them  to  avoid  the 
painful  realities  of  their  lives. 

It  is  my  belief  that  the  drug  problem  is  only  a symptom  of  a 
sickness  that  pervades  our  entire  society.  Drug  education 
can  be  thought  of  as  a treatment  that  is  designed  to  treat  the 
symptom  without  doing  anything  about  the  causes  of  the  ill- 
ness. Whether  it  is  an  effective  treatment  is  far  from  proven. 
But  even  more  distressing,  by  relying  upon  education  as  a 
symptomatic  treatment,  we  are  lured  away  from  the  real 
problems  which  are  causing  the  symptom.  Drug  education 
programs  can  be  helpful.  But  unless  supported  by  a firm 
commitment  to  examine  and  deal  with  the  more  basic  causes 
of  human  despair,  they  are  nothing  but  a “cop-out.” 
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LA  GRANDE 
CONFUSION  DE 
L’ED  U CATION 
SURLA 
DROGUE 


Le  Dr.  Halleck  est  professeur  de  psychiatrie  a 
l’Universite  du  Wisconsin  et  directeur  des  ser- 
vices psychiatriques  des  etudiants  a ce  meme 
endroit.  Dans  cet  article,  il  met  en  contraste  les 
programmes  educatifs  sur  la  drogue  qui  sont 
bases  sur  des  techniques  d’apeurement  compa- 
rativement  a d’autres  genres  de  programmes 
plus  sophistiques,  et  fait  le  point  sur  certains 
problemes  particuliers  a chaque  genre.  II  sug- 
gere  une  approche  quelque  peu  differente — 
une  base  sur  la  formulation  de  questions  mo- 
rales de  base.  II  suggere  aussi  que  le  probleme 
de  la  drogue  est  un  symptome  d’une  maladie 
qui  affecte  la  societe  entiere.  L’education  sur 
la  drogue,  dit-il,  doit  etre  appuyee  par  un  en- 
gagement formel  a etudier  et  a faire  face  aux 
causes  plus  fondamentales  du  desespoir  humain 
plutot  qu’avec  un  seul  de  ses  symptomes. 
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Viral  Hepatitis  and  the  Drug  Culture 

by  Murray  M.  Fisher 

Over  the  past  few  years  there  has  been  an  increase  in  the 
incidence  of  viral  hepatitis.  This  increase  has  been  due 
largely  to  the  spread  of  viral  hepatitis  among  young  people 
in  the  drug  culture.  In  fact,  the  abuse  of  drugs  has  become 
the  major  determinant  of  the  pattern  of  viral  hepatitis  in 
North  America.  People  who  admit  using  illicit  drugs  by 
needle  now  account  for  about  30%  of  all  adult  viral  hepatitis 
hospitalizations  in  major  North  American  cities,  and  about 
50%  of  those  viral  hepatitis  patients  who  deny  such  use  of 
illicit  drugs  have  had  intimate  contact  with  persons  who 
do  use  them.  Therefore,  the  drug  culture  has  aggravated 
considerably  the  general  problem  of  viral  hepatitis. 

It  seems  unlikely  that  dissemination  of  information  about 
the  dangers  of  hepatitis  can  have  much  effect  on  the  behavior 
of  confirmed  drug  takers.  However,  it  does  seem  important 
to  warn  casual  abusers,  experimenters,  and  non-users  who 
are  considering  experimentation.  It  is  therefore  the  purpose 
of  this  paper  to  provide  information  that  may  help  teachers, 
social  workers,  and  other  professionals — as  well  as  parents 
— to  communicate  effectively  on  the  subject  with  many 
young  people. 


Types  of  Hepatitis 

Hepatitis  is  an  acute  inflammation  of  the  liver.  Viral  hepa- 
titis, strictly  speaking,  involves  an  inflammation  of  the  liver 


Dr.  Fisher  is  a member  of  the  Departments  of  Medicine  and 
Pathology,  Faculty  of  Medicine,  University  of  Toronto,  and  a Direc- 
tor of  the  Canadian  Hepatic  Foundation.  His  clinical  and  research 
interests  concern  the  liver  and  its  diseases. 
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caused  by  a virus.  However,  in  practice,  the  term  is  usually 
reserved  for  certain  conditions  which  are  in  fact  generalized 
diseases  and  which  may  not  be  caused  by  viruses.  In  spite 
of  decades  of  intensive  investigation,  the  causal  agents  for 
these  very  common  diseases  have  defied  isolation.  While 
there  is  no  doubt  that  these  agents  are  highly  infectious,  the 
proof  that  they  are  viruses  is  still  lacking.  Because  the  causal 
agents  have  not  been  isolated,  there  are  still  no  absolutely 
diagnostic  tests  for  these  diseases,  our  knowledge  of  their 
natural  history  has  remained  incomplete,  and  no  specific 
treatment  for  them  has  become  available.  The  diseases 
commonly  referred  to  as  viral  hepatitis  are  therefore  one  of 
the  monumental  frustrations  of  modern  medicine.  They  are 
diseases  of  worldwide  distribution,  of  major  social  and 
economic  importance,  and  of  increasing  frequency  for  which 
there  are  no  known  causes  and  no  specific  treatment. 

There  are  two  main  types  of  viral  hepatitis:  enteric  hepatitis 
and  serum  hepatitis.  Enteric  hepatitis  is  the  predominant 
form  of  the  disease  in  our  society.  It  occurs  sporadically  and 
in  epidemics  which  are  usually  traceable  to  contaminated 
food  or  water.  It  is  most  prevalent  in  autumn  and  winter. 
It  has  its  highest  attack  rates  but  lowest  virulence  among 
children  and  young  adults.  It  is  considered  to  have  an  incuba- 
tion period  of  15-60  days  and  to  be  spread  by  the  oral-fecal 
route.  However,  it  can  also  be  spread  parenterally — that  is, 
through  breaks,  made  either  by  needles  or  by  cuts  or  abra- 
sions, in  tissue  membranes  (primarily  the  skin,  the  mouth, 
and  the  genito-urinary  tract).  This  type  of  spread  may  well 
be  an  important  source  of  post-transfusion  hepatitis,  45-70% 
of  which  has  an  incubation  period  of  less  than  60  days. 

Serum  hepatitis  has  a longer  incubation  period  (60-180  days) 
and  is  most  often  spread  by  the  parenteral  route.  A very 
small  fraction  of  a drop  of  infectious  serum  can  transmit  the 
disease.  With  this  degree  of  contagiousness,  the  disease  can 
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easily  be  transmitted  through  sexual  intercourse,  oral-oral 
contact,  and  even  the  sharing  of  toothbrushes,  razors  and 
nail-files,  let  alone  of  syringes  and  needles.  Medical  and 
dental  injections  and  the  transfusion  of  blood  and  its  prod- 
ucts provide  many  causative  situations.  Tattooing,  ear- 
piercing, and  other  non-medical  surgery  also  provide  hazards. 
There  is  a higher  risk  of  serum  hepatitis  among  medical  and 
paramedical  personnel  and  especially  among  those  involved 
in  artificial  kidney  and  organ  transplant  units.  But  by  far 
the  largest  reservoir  of  this  type  of  hepatitis  is  in  the  drug 
culture.  For  some  time  it  was  thought  that  serum  hepatitis 
was  transmitted  only  by  the  parenteral  route.  It  is  now  clear, 
however,  that  serum  hepatitis  can  also  be  spread  by  the  oral- 
fecal  route.  Although  the  contribution  of  this  type  of  spread 
to  the  total  number  of  cases  in  a given  geographical  area  is 
not  yet  known,  it  seems  to  be  important  to  the  spread  of 
viral  hepatitis  within  and  beyond  the  drug  culture. 


What  is  it  like  to  have  Viral  Hepatitis? 

Acute  viral  hepatitis  usually  begins  with  an  illness  whose 
symptoms  include  general  malaise,  abdominal  discomfort, 
nausea,  vomiting,  change  in  bowel  habits,  and  aversion  to 
food  and  tobacco.  Muscular  aches  and  pains,  depression, 
rashes,  and  fever  are  also  not  uncommon.  This  stage  can 
last  up  to  10  days. 

The  icteric  ( jaundiced ) stage  then  appears.  It  is  characterized 
by  dark  brown  urine,  pale  stools,  and  obvious  jaundice. 
Most  of  the  symptoms  of  the  first  stage  usually  subside  within 
a few  days  of  the  onset  of  jaundice;  and  within  10  days  of  its 
appearance,  the  jaundice  itself  begins  to  clear.  Although  the 
convalescent  stage  usually  lasts  only  two  to  three  weeks,  it 
may  take  six  months  or  more  for  full  recovery.  During  this 
time,  it  is  important  to  remain  under  medical  supervision 
because  one  can  feel  well  even  in  the  presence  of  continuing 
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liver  damage.  About  15%  of  patients  who  have  had  acute 
hepatitis  with  jaundice  will  have  relapses  during  the  con- 
valescent stage.  The  deterioration  may  show  only  in  certain 
biochemical  tests  of  liver  function,  or  there  may  be  a return 
of  some  of  the  symptoms  and  signs  which  characterized  the 
initial  illness.  But  these  relapses  are  usually  much  less  severe 
| than  the  original  illness,  and  recovery  is  usually  complete. 

In  rare  instances,  acute  viral  hepatitis  is  fatal.  Liver  cell 
failure  appears  within  eight  weeks  of  the  onset  of  illness 
and  the  patient  develops  mental  confusion  which  goes  on  to 
coma,  bleeding  disorders,  fluid  retention,  and  other  marked 
disturbances  in  body  chemistry.  Death  occurs  frequently  in 
such  cases;  only  20%  of  those  patients  who  go  into  a deep 
coma  survive. 


After  Acute  Hepatitis 

The  prognosis  is  excellent  for  the  vast  majority  of  patients 
with  viral  hepatitis,  enteric  or  serum.  Most  patients  recover 
completely.  Nevertheless,  there  is  little  question  now  that 
some  patients  do  go  on  to  develop  cirrhosis , a disease  in 
which  the  structure  of  the  liver  is  permanently  disorganized 
by  the  scars  which  form  after  certain  types  of  liver  injury. 
Because  of  the  absence  of  specific  diagnostic  tests  for  viral 
hepatitis,  the  incidence  of  this  kind  of  progression  is  not 
known;  but  it  is  thought  to  be  extremely  rare.  The  same 
difficulty  applies  to  attempts  to  estimate  the  incidence  of 
chronic  hepatitis , a condition  involving  inflammation  of  the 
liver  for  more  than  one  year  after  an  attack  of  acute  hepatitis. 
Not  uncommonly,  the  patient  recovering  from  viral  hepatitis 
experiences  a prolonged  period  of  anxiety,  depression,  and 
general  malaise  for  which  no  physical  basis  can  be  found. 
The  patient  with  this  problem,  the  so-called  post-hepatitic 
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syndrome,  can  be  reassured  that  he  will  in  time  return  to 
normal.  But  the  return  can  take  months  and  it  can  demand 
a great  deal  of  supportive  care. 


Anicteric  Hepatitis 

Although  adequate  statistics  are  not  yet  available,  it  appears 
that  liver  involvement  sufficient  to  produce  jaundice  is  a 
relatively  infrequent  development  in  the  course  of  viral  hepa- 
titis. This  means  that  a very  mild  and  subtle  form  of  hepa- 
titis is  the  most  common  form  of  the  disease  and  that  there 
are  probably  thousands  of  cases  of  viral  hepatitis  each  year 
that  are  never  diagnosed  as  such  or  indeed  even  seen  by 
physicians.  People  with  this  form  of  the  disease  are  said  to 
have  anicteric  hepatitis,  the  term  simply  referring  to  the  fact 
that  they  do  not  develop  jaundice.  Although  their  condition 
is  probably  not  serious  per  se,  these  persons  form  an  impor- 
tant group  from  the  medical  point  of  view  because  some  of 
them  may  progress  to  chronic  hepatitis,  may  become  carriers 
of  hepatitis  capable  of  transmitting  the  disease  to  others,  or 
may  go  on  to  cirrhosis.  If  they  do  so,  and  how  often  they  do 
so,  will  remain  as  controversial  problems  until  specific  tests 
for  viral  hepatitis  become  available. 


Trends  in  the  Treatment  of  Viral  Hepatitis 

Currently  it  is  believed  that  as  little  treatment  as  possible 
should  be  given.  The  patient  should  be  kept  out  of  hospital 
if  his  home  situation  and  his  condition  permit.  Isolation  is 
not  necessary,  although  the  patient  and  the  people  attending 
him  should  pay  strict  attention  to  handwashing  and  the  dis- 
posal of  excreta.  There  is  probably  a limit  to  the  degree 
to  which  even  these  precautions  need  to  be  carried  out,  since 
the  most  infectious  period  of  the  disease  is  that  which  pre- 
cedes the  development  of  jaundice. 
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The  patient  should  find  his  own  level  of  activity.  He  should 
avoid  undue  fatigue  but  be  allowed  up  when  he  wants  to  get 
up.  Mild  exercise  as  tolerated  is  recommended,  and  con- 
valescence should  not  be  prolonged.  In  fact,  the  patient  should 
return  to  work  or  school  when  he  feels  up  to  it. 

The  patient  should  eat  what  he  wants  to  eat  of  a normal, 
well-balanced,  attractive  diet;  vitamin  supplements  are  not 
necessary  if  he  is  able  to  take  adequate  amounts  of  such  a 
diet.  An  occasional  drink  of  alcohol  during  convalescence 
will  do  no  harm,  and  the  still  practised  restriction  of  “a  year 
off  alcohol”  is  not  justified.  In  most  cases  drugs  are  best 
avoided  in  the  treatment  of  viral  hepatitis,  and  obviously  the 
use  of  illicit  drugs  or  other  self-prescribed  drugs  must  be 
forbidden.  The  liver  which  must  process  such  drugs  needs 
a rest  from  tasks  of  this  kind. 

What  patients  recovering  from  acute  viral  hepatitis  need 
most  is  a tremendous  amount  of  moral  support.  This  can 
usually  be  given  with  confidence.  If  ordinary  enteric  viral 
hepatitis  can  go  on  to  cirrhosis,  it  does  so  extremely  rarely. 
Serum  hepatitis,  on  the  other  hand,  can  go  on  to  cirrhosis, 
but  the  vast  majority  of  cases  do  not.  In  any  event,  doctors 
like  to  watch  these  patients  carefully  and  to  evaluate  their 
liver  function  regularly.  The  development  of  certain  compli- 
cations are  indications  to  the  doctor  that  the  patient  needs 
hospitalization  or  at  least  further  investigation. 

Household  and  other  intimate  contacts  of  patients  with 
enteric  hepatitis  should  be  given  gamma  globulin  during  the 
incubation  period  of  the  disease — that  is,  as  soon  as  possible 
after  diagnosis  of  the  primary  case.  Gamma  globulin  does 
not  help  the  patient  once  this  disease  has  developed  to  the 
point  of  presenting  signs  and  symptoms,  and  it  does  not 
appear  to  help  at  any  point  in  serum  hepatitis. 
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Future  Prospects 

Although  viral  hepatitis  continues  to  present  a tremendous 
challenge  to  medicine,  the  prospects  for  substantial  progress 
in  the  immediate  future  are  very  real.  It  is  clear  now  that  a 
particle  found  in  the  blood  and  other  tissues  of  patients  with 
certain  types  of  hepatitis,  and  known  as  the  Australia  anti- 
gen, has  a very  strong  association  with  serum  hepatitis.  It  is 
also  clear  that  it,  or  an  agent  with  which  it  is  intimately 
associated,  can  cause  hepatitis  in  man.  Testing  for  the 
Australia  antigen  of  blood  used  for  transfusion  is  rapidly 
becoming  a routine  procedure  and  it  can  be  expected  to 
reduce  significantly  the  incidence  of  post-transfusion  serum 
hepatitis.  As  the  use  of  better  analytical  methods  becomes 
more  widespread,  the  study  of  the  Australia  antigen  will 
continue  to  make  substantial  contributions  to  our  under- 
standing of  this  disease.  But  there  is  a great  need  for  more 
research  in  this  area. 

The  prospects  are  also  very  real  for  the  development  of  a 
vaccine — that  is,  of  a safe  and  effective  form  of  active 
immunization  against  viral  hepatitis.  There  is  real  hope, 
therefore,  that  viral  hepatitis  will  one  day  take  its  place 
alongside  such  well  controlled  infectious  diseases  as  polio- 
myelitis and  smallpox. 

However,  even  if  the  vaccine  were  developed  tomorrow — 
and  it  is  certainly  not  going  to  be — the  effective  control  of 
this  disease  would  still  be  five  to  ten  years  away.  For  years, 
therefore,  this  disease  will  continue  to  plague  us.  Many 
thousands  of  people  will  be  made  acutely  ill,  many  will  suffer 
permanent  damage  to  their  health,  and  some  will  die.  And 
all  this  from  a disease  which  is  essentially  preventable.  We 
must,  then,  address  ourselves  as  a society  to  the  preventative 
aspects  of  this  disease  and  to  the  encouragement  of  research 
in  the  area.  In  light  of  current  economic  realities  and  national 
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priorities,  our  chief  hope  for  the  present  would  seem  to  lie 
in  the  area  of  public  education.  The  public  must  be  educated 
concerning  the  hazards  of  viral  hepatitis  in  the  use  of  illicit 
drugs,  in  surgery  medical  and  non-medical,  and  in  enthusiastic 
but  dangerous  returns  to  primitive  hygiene. 


L’HEPA  T1TE 
A VIRUS 
ET  UUSAGE 
DE  LA 
DROGUE 


Le  Dr.  Fisher,  un  membre  de  la  Faculte  de 
medecine  de  l’universite  de  Toronto  est  un 
clinicien  et  un  chercheur  dans  le  domaine  du 
foie  et  de  ses  maladies.  Dans  cet  article,  ii  fait 
remarquer  qu’il  y a eu  une  augmentation,  au 
cours  des  dernieres  annees,  des  cas  d’hepatite 
a virus.  Cela  est  du,  en  grande  partie,  a la 
propagation  de  la  maladie  chez  les  jeunes  gens 
adonnes  a la  drogue. 


Le  Dr.  Fisher  decrit  les  caracteristiques  de 
differents  genres  d’hepatite  et  expose  a grands 
traits  les  differents  stages  par  lesquels  une 
personne  atteinte  d’hepatite  a virus  aigue  aura 
a passer.  II  discutera  aussi  des  tendances  actuel- 
les  de  traitement  de  la  maladie  et  des  recher- 
ches  connexes.  En  terminant,  il  indique  que 
l’hepatite  a virus  est  essentiellement  une  mala- 
die qui  peut  etre  empechee  mais  au  sujet  de 
laquelle  existe  un  grand  besoin  d’education 
publique. 
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Poem 


by  George  Swede 


I am  a man 

in  front  of  others 

who  has  learned 

naked 

to  communicate 

in  front  of  me 

sympathetic 

I can  communicate 

honest 

I have  been 

aware 

open 

I have  undergone 

to  everyone 

sensitivity  training 

let  them 

revealed 

touch  me 

my  authentic  self 

my  heart 

in  T-groups 

my  skin 

awakened  my  senses 

every  limb 

in  touch,  taste  and 

and  orifice 

smell  groups 

I can  make  children 

shed  my  inhibitions 

laugh 

grabbed  for  intimacy 

I can  make  cats 

in  nude  marathons 

purr 

realized  my  potential 

I can  interact 

in  many  different 

establish  contact 

encounter  groups 

yes 

I have  shown 

I can  communicate 

trust 

but 

verbal  and  non-verbal 

why  don’t  I 

naked 

Mr.  Swede  teaches  psychology  at  the  Ryerson  Polytechnical  Institute 
in  Toronto.  This  poem  is  reprinted  with  kind  permission  from  the 
author  and  from  The  Ontario  Psychologist,  the  journal  in  which  it 
first  appeared. 
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Human  Problems  and  Chemical  Solutions 

by  Charles  H.  Aharan 

Traditionally  man  has  turned  to  chemicals  to  treat  his  ill- 
nesses, to  reduce  his  pains,  to  escape  the  clutch  of  reality,  and 
to  achieve  transcendence.  When  surveying  the  drug  scene, 
many  will  say  that  man  has  relied  on  chemicals  since  before 
the  dawn  of  recorded  history,  and  therefore  that  this  reliance 
must  be  accepted  as  a part  of  the  human  scene.  If  this  is  so, 
it  raises  the  question,  “Is  there  anything  really  different  about 
our  current  drug  taking  behavior,  and  is  there  a valid  reason 
for  our  growing  concern?”  For  various  reasons,  I believe  the 
answer  to  these  two  questions  to  be  “Yes.” 

It  is  highly  probable  that  we  are  using  drugs  for  the  same 
reasons  that  they  have  always  been  used,  but  it  is  also  prob- 
able that  we  are  in  an  age  in  which  various  pressures  are 
creating  intensely  painful  problems  for  a much  greater  num- 
ber of  individuals.  It  is  also  likely  that  there  is  a much  greater 
acceptance  of,  and  belief  in,  the  efficacy  of  chemical  solu- 
tions to  human  problems.  Finally,  and  perhaps  most  import- 
ant, the  number  of  chemicals  has  increased  tremendously, 
as  has  their  availability  and  the  awareness  on  the  part  of  the 
general  population  of  their  nature  and  effects.  It  will  be  the 
purpose  of  this  paper  to  outline  a few  of  the  factors  which 
may  contribute  to  drug  abuse  in  our  society. 

How  Responsible  are  We? 

The  great  success  of  medicine  in  utilizing  drugs  in  the  fight 
against  disease  has  done  much  to  condition  us  to  the  idea  of 


Dr.  Aharan,  a psychologist,  is  Director  of  the  Lake  Erie  Regional 
Office  of  the  Addiction  Research  Foundation  at  London,  Ontario. 
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solving  human  problems  through  drugs.  This  fact,  when  com-  | 
bined  with  the  tendency  to  include  a much  wider  range  of  ii 
human  problems  under  the  heading  of  “illness”  than  ever  d 
before,  has  greatly  extended  the  number  of  difficulties  for  p 
which  it  has  become  appropriate  to  seek  chemical  solutions.  a 
The  move  toward  inclusion  of  various  forms  of  behavior 
under  the  rubric  “sickness”  is  most  dramatically  revealed  in  I 
the  area  of  mental  illness.  In  recent  years  we  have  witnessed  ? 
attempts  to  convince  the  general  public  that  mental  illness  is  p 

an  illness  like  any  other.  I do  not  object  to  efforts  to  obtain  c 

for  the  mentally  ill  more  humane  and  considerate  attention  by  ] 
reducing  stigma.  However,  the  effort  to  convince  the  public  £ 
that  all  mental  illness  is  the  same  as  any  other  form  of  illness  I £ 
has  had,  and  is  having,  far-reaching  consequences.  Much  of  £ 
what  falls  into  the  category  of  mental  illness  is,  in  fact,  a mal-  \ 
adaptive  approach  to  life.  Considering  mental  illness  as  being  j 
similar  to  physical  illness  has  therefore  led  many  people  to  the  | \ 
conclusion  that  many  problems  in  living  are  the  result  of  ill- 
ness, and,  by  implication,  beyond  the  individual’s  ability  to 
control.  I fear  that  the  importance  of  human  responsibility  is  , 1 
often  compromised  by  too  great  a readiness  to  apply  to  ] 
deviant  forms  of  behavior  the  label  of  illness  which,  in  our  | 
society,  tends  to  relieve  the  individual  of  his  accountability.  L 

i 

Because  of  its  great  success  in  the  use  of  chemicals  to  combat  , 
man’s  physical  ills,  it  is  natural  that  medicine  should  con-  , 
elude  that  what  works  for  the  body  will  work  for  the  mind. 

In  some  instances  I am  sure  this  may  be  appropriate  and 
work  well;  but  in  many  cases  it  not  only  does  not  work  but  is 
downright  damaging.  One  example  of  the  problem  may  be 
found  in  the  role  of  pain  reduction.  In  a physical  illness,  j 
making  the  patient  comfortable  by  reducing  his  pain  is  a 
valid  procedure.  It  often  seems  to  be  almost  as  important  as 
curing  the  illness.  Undoubtedly,  this  procedure  is  humane, 
and  it  probably  facilitates  recovery.  (It  is  highly  probable 
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that  physical  pain  serves  no  useful  purpose  beyond  identify- 
ing the  fact  that  something  is  wrong.)  Health  is  frequently 
defined  as  the  absence  of  illness.  Certainly,  at  least  from  the 
patient’s  point  of  view,  well-being  is  synonymous  with  the 
absence  of  discomfort. 

In  the  area  of  “emotional  illness,”  however,  can  we  say  that 
well-being  or  even  health  is  characterized  by  the  absence  of 
pain?  Is  it  not  far  more  likely  that  emotional  stability  is 
characterized  by  the  ability  to  cope  in  the  presence  of  pain? 
This  would  mean  that  the  goal  of  treatment  for  emotionally 
disturbed  people  should  not  be  making  them  comfortable 
or  reducing  their  pain,  but  encouraging  them  to  utilize  their 
own  resources  to  face  the  realities  of  their  lives.  Emotional 
health,  whatever  else  it  may  be,  is  the  feeling  within  the 
individual  that  he  can  meet  and  cope  with  whatever  it  is 
that  life  presents. 

Maintaining  a State  of  Comfort 

However,  treatment  of  the  emotionally  disturbed  which  is 
based  on  the  narrow  medical  model  is  inclined  to  pay  much 
more  attention  to  the  patient’s  comfort  and  to  aim  at  im- 
mediately reducing  his  discomfort.  As  a result,  we  have  now 
arrived  at  the  point  where  there  are  pills  to  put  a person  to 
sleep,  pills  to  give  him  energy  and  keep  him  awake,  pills  to 
calm  him  down  and  to  reduce  his  anxiety.  We  have  almost 
reached  the  point  where  any  desired  mood  can  be  achieved, 
at  least  to  some  degree,  by  the  taking  of  a pill.  The  point  to 
remember  is  that  these  preparations  do  not  cure  anything — 
they  simply  alter  the  way  the  individual  feels.  I do  not  wish 
to  imply  that  these  remedies  do  not  have  a valid  role  in  the 
treatment  of  seriously  disturbed  people  or  that  they  cannot 
play  a valuable  part,  on  a short-term  basis,  in  helping  a per- 
son to  carry  on  necessary  functions,  such  as  earning  a living, 
while  adjusting  to  a profound  shock  such  as  sudden  bereave- 
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ment.  The  fact  remains,  however,  that  these  tablets  and  cap- 
sules are  prescribed  by  the  hundreds  of  millions  annually — 
which  suggests  either  that  there  are  a staggering  number  of 
seriously  disturbed  or  deeply  troubled  people,  or  that  some 
of  these  drugs  are  being  requested  and  supplied  for  frivolous 
reasons. 

The  widespread  acceptance  of  the  use  of  mood  changing 
drugs  is  compatible  with  the  high  value  that  society  places 
on  achieving  and  maintaining  a state  of  comfort.  Man’s  ten- 
dency to  seek  expedient,  painless  solutions  to  the  problems 
of  living  is  constantly  and  very  effectively  exploited.  We  are 
urged  to  believe  that  we  may  suffer  more  from  pain  than 
our  neighbor,  thus  justifying  our  use  of  stronger  pills. 
Through  modem  advertising,  more  and  more  of  the  minor 
annoyances  of  life  are  being  identified  as  real  problems.  We 
are  encouraged  to  think,  for  example,  that  dandruff,  bad 
breath,  body  odor,  and  dishpan  hands  have  vast  potential  for 
social  damage.  In  a very  real  sense,  it  would  seem  that 
modern  advertising  has  to  create  problems  in  order  to  sell 
the  solutions.  Many  of  the  ads  in  medical  journals  seem  to 
imply  that  normal,  everyday  role  requirements  of  life  cause 
more  pain  than  one  should  have  to  endure.  We  are  encour- 
aged to  believe  we  are  suffering  unduly  and,  consequently, 
that  we  are  entitled  to  the  immediate  long-lasting  relief  that 
is  so  readily  available.  There  is,  in  my  opinion,  a wide  and 
still  growing  acceptance  of  the  idea  that  life  cannot  be  lived 
without  the  comfort  of  drugs.  If  we  are  not  already  in  the 
brave  new  world  we  are,  at  least,  on  the  threshold.  It  espe- 
cially concerns  me  that  our  movement  in  this  direction  is  a 
gradual  drift  rather  than  the  result  of  a conscious  decision. 

In  order  to  evaluate  properly  the  role  of  drugs  in  a chemical 
age,  we  must  ultimately  consider  questions  such  as,  “What 
is  good  for  man?”  Is  it  a good  thing  to  rely  on  chemicals 
to  determine  our  mood?  Is  it  a good  thing  to  live  in  a drug- 
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induced  state  of  comfort?  Is  it  a good  thing  to  relinquish 
responsibility  for  the  development  of  our  own  internal  re- 
sources? 


A Crisis  in  Character  and  Values 

I would  like  now  to  turn  briefly  to  another  area  which,  while 
not  directly  related  to  drug  use,  does  have  great  relevance. 
I believe  that  many  of  the  human  problems  of  our  age  and 
culture  may  be  usefully  described  as  “crises  in  character.” 
Having  introduced  the  concept  “character,”  let  me  digress 
and  offer  a few  ideas  about  the  role  of  “character”  in  per- 
sonality. In  recent  years  it  has  not  been  fashionable  to  use 
this  old-fashioned  concept  when  discussing  personality  theory 
or  the  problems  of  human  adjustment.  I am  of  the  opinion, 
however,  that  this  concept  is  vital  to  any  discussion  of  human 
behavior  and  individual  fulfillment. 

Character,  as  I use  the  term,  means  a system  of  belief  and 
the  will  (motivation)  to  act  in  accordance  with  the  belief  sys- 
tem. The  importance  of  character  is  that  it  provides  the  indi- 
vidual with  a sense  of  identity.  Let  me  illustrate  by  posing 
this  question:  Is  it  possible  for  us  to  know  who  we  are,  to 
feel  a sense  of  purpose  and  direction  in  our  lives,  in  the  ab- 
sence of  a system  of  belief? 

The  greatest  anguish  and  horror  that  we  can  experience  is 
a growing  sense  of  non-being  or  disintegration  of  the  self.  It 
is  the  role  of  the  character  to  maintain  our  sense  of  self- 
hood. Hence,  it  plays  a major  integrating  role  in  our  per- 
sonalities. I believe  that  to  be  truly  human,  we  must  con- 
stantly seek  to  strengthen  and  direct  our  character  and  to 
recognize  that  we  are  responsible  for  being  the  kind  of  per- 
sons we  are,  even  when  the  circumstances  of  life  seem 
difficult. 
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We  are  living  through  a period  of  enormous  change,  the  full 
scope  and  significance  of  which  we  are  probably  not  capable 
of  comprehending.  A significant  feature  of  change  is  con- 
fusion in  the  area  of  values.  We  are  in  an  era  when  many 
of  our  cherished  and  comforting  beliefs  appear  to  have  been 
undermined,  or  at  least  seem  to  have  been  rendered  inappro- 
priate to  the  times.  The  ferment  is  apparent  in  all  our  insti- 
tutions. Even  those  bastions  of  certainty,  the  churches,  no 
longer  seem  to  be  as  secure  as  they  once  were  and,  therefore, 
no  longer  offer  the  comfort  they  once  did.  Conditions  such 
as  these  inevitably  produce  a “crisis  in  character.”  How  can 
we,  as  individuals,  develop  and  maintain  a meaningful  system 
of  belief  in  the  face  of  so  much  uncertainty?  How  can  we 
avoid  having  a feeling  of  estrangement,  a loss  of  identity? 

I cannot  pretend  to  offer  a blanket  answer,  appropriate  for 
all  individuals,  to  this  very  difficult  question.  I can  only 
suggest  that  attempting  to  escape  through  drug  use,  whether 
our  drug  is  alcohol,  or  tranquillizers,  or  barbiturates,  or 
marihuana,  or  heroin,  will  be  pointless.  Facing  problems 
directly,  seeking  enduring  values,  is  more  difficult.  I believe, 
however,  that  it  is  ultimately  more  rewarding. 


PROBLEMES 
HUMAINS 
ET  SOLUTIONS 
CHIMIQUES 


Le  Dr.  Aharan,  un  psychologue,  discute  du 
role  de  la  drogue  dans  la  societe,  avec  em- 
phase  sur  la  partie  que  jouent  ces  produits 
chimiques  sur  le  cote  emotif  par  opposition 
au  cote  physique  de  la  maladie.  II  maintient 
que  le  but  du  traitement  de  personnes  souf- 
frant  de  troubles  emotifs  ne  devrait  pas  etre  de 
les  rendre  confortables,  mais  bien  de  les  en- 
courager  a utiliser  leurs  propres  ressources 
pour  faire  face  a la  realite.  II  croit  que  le 
vieux  concept  de  “caractere”  est  encore  impor- 
tant en  ce  qu’il  denote  un  systeme  de  croyance 
et  volonte  qui  donne  a notre  vie  une  raison  et 
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un  sens.  Le  Dr.  Aharan  dit  que  nous  devons 
constamment  rechercher  a renforcir  le  carac- 
tere  et  a prendre  responsabilite  pour  le  genre 
d’humains  que  nous  sommes,  meme  durant  une 
ere  de  confusion  et  de  changements  rapides 
comme  la  presente. 


Bon  Accord  Antiques 

Bon  Accord  Farm,  situated  on  200  acres  of  rolling  farmland, 
is  a pilot  project  of  the  Addiction  Research  Foundation.  It  is 
a rehabilitation  community  for  men  with  problems  related  to 
alcohol.  The  work  program,  an  important  aspect  of  the 
project,  has  included  operating  an  antique  shop;  repairing, 
!refinishing,  and  upholstering  antique  furniture;  and  manu- 
facturing early  Canadian  pine  reproductions. 

Although  the  antique  shop  is  closed  for  the  winter  and  will 
not  be  re-opening  until  April,  1972,  restoration  and  repair 
services  are  still  available  at  the  Farm.  Antique  furniture  and 
j reproductions  are  on  sale  in  Toronto  at  the  headquarters  of 
the  Addiction  Research  Foundation,  33  Russell  Street. 

Bon  Accord  Farm  is  located  at  R.R.  #1,  Elora,  Ontario.  For 
further  information  call  the  Farm  at  519-846-5388  or 
Mr.  Clive  Bourke  in  Toronto  at  595-6091. 
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Phencyclidine  (PCP): 

A Street  Drug  in  the  Laboratory 

by  Joan  Marshman  and  Lois  Adair 

Between  February  and  October,  1971,  fifty  of  the  samples  of 
illicit  “street”  drugs  brought  for  analysis  to  the  Addiction 
Research  Foundation  were  found  to  contain  a drug  called 
phencyclidine  or  PCP.  (In  the  drug  culture,  PCP  has  also 
been  known  as  “the  peace  pill.”)* 1  Although  phencyclidine  is 
sometimes  classified  as  an  hallucinogen  along  with  such 
other  drugs  as  LSD  and  mescaline,  the  samples  containing 
it  had  not,  in  general,  been  sold  on  the  street  as  phencycli- 
dine. Most  frequently,  PCP  was  found  in  substances  sold  as 
mescaline.  It  was  also  identified  in  substances  sold  as  THC 
(tetrahydrocannabinol),  MDA,  or  methamphetamine  (speed). 
On  one  occasion,  PCP  was  apparently  sold  as  a mixture  of 
heroin  and  speed,  and  on  another  as  harmaline.  In  one  in- 
stance, PCP  was  found  in  a marihuana  cigarette;  this  com- 
bination is  popularly  referred  to  in  some  places  as  “angel 
dust.”  In  nearly  half  of  the  50  samples,  PCP  alone  was 
found.  In  the  remainder,  another  drug  was  found  as  well.  Often 
the  other  drug  was  LSD.  Speed  and  MDA  were  also  found. 

The  50  samples  we  have  just  described  made  up  approx- 
imately 20  per  cent  of  the  total  number  brought  to  the  labor- 
atory during  the  period  referred  to.  This  fact  should  not, 


Dr.  Marshman  is  a Research  Scientist  (Psychological  Studies)  in  the 
Research  Division  of  the  Addiction  Research  Foundation.  Mrs.  Adair 
is  Manager,  Printed  Media,  in  the  Creative  Group  of  the  Foundation. 
The  authors  wish  to  thank  Dr.  Wilfred  Boothroyd  and  Dr.  Harold 
Kalant  of  the  Foundation  for  their  advice  and  assistance. 

1 The  chemical  name  for  this  drug  is  l-(  1-phencyclohexyl)  piperidine 
hydrochloride.  It  is  also  known  as  Sernyl,  Sernylan,  and 
CI-395. 
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however,  be  taken  to  mean  that  phencyclidine  was  present  to 
this  extent  among  illicit  drugs  sold  on  the  street  at  about  the 
same  time.  The  fact  that  a particular  drug  is  brought  for 
analysis  often  means  that  it  has  caused  an  adverse  or  unex- 
pected reaction;  therefore,  there  is  an  inherent  bias  toward 
certain  products,  rather  than  others,  in  what  is  brought  in. 
However,  it  is  clear  that  phencyclidine  has  been  present  to 
some  extent  on  the  Ontario  drug  scene  during  recent  months, 
and  there  is  no  reason  to  suppose  that  it  has  disappeared. 
Therefore,  a brief  account  of  some  of  its  characteristic  effects 
and  possible  hazards  will  be  of  interest  to  professionals  who 
deal  with  young  people  who  are  users  or  experimenters. 


What  is  PCP? 


PCP  is  a white  powder  made  up  of  crystals  that  are  soluble 
either  in  water  or  in  alcohol.  The  samples  of  it  that  reached 
the  A.R.F.  laboratory,  however,  were  in  the  form  of  tablets 
and  capsules  of  many  sizes,  shapes,  and  colors.  Although  PCP 
was  at  one  time  tested  in  clinical  trials  as  a mood-elevator 
and  as  an  anesthetic,  its  legitimate  use  is  now  restricted  to 
some  aspects  of  veterinary  medicine.  It  is  a drug  that  is  hard 
to  classify  accurately  because  it  has  different  kinds  of  effects 
at  different  dosages.  Depending  on  the  amount  taken,  the 
time  elapsed,  and  other  factors,  these  effects  may,  in 
certain  ways,  resemble  those  of  a minor  tranquillizer  or  a 
sedative  or  an  analgesic  (pain  killer)  or  an  anesthetic  or  a 
stimulant.  Reactions  as  different  as  stupor  and  high  excite- 
ment have  been  observed  in  experimental  studies.  Some 
people  who  have  taken  the  drug  intravenously  have  experi- 
enced illusions  and/or  hallucinations.2  Some  who  have  taken 


2 A person  having  an  illusion  perceives  stimuli  from  the  external 
world  (e.g.,  actual  sights  or  sounds)  in  a distorted  way.  An  hallucin- 
ation, by  contrast,  is  a perception  for  which  there  are  no  corres- 
| ponding  sensory  stimuli — e.g.,  hearing  noises  in  a perfectly  quiet 
place,  or  seeing  things  that  are  not  there. 
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it  orally  have  shown  milder  mental  disturbances.  It  is  diffi-  n 
cult,  if  not  impossible,  to  predict  the  response  of  a given  1) 
individual  to  this  drug,  especially  where  the  size  of  the  dose  a 
is  not  known.  c 

S 

How  Does  PCP  Affect  the  Body  and  the  Brain?  | 

It  has  been  found  that  PCP  slightly  increases  pulse  rate  and 
rate  of  breathing.  Increases  in  blood  pressure  are  more  ( 
noticeable.  Other  physical  effects  that  can  occur  include  loss  b 
of  muscular  coordination,  dizziness,  unsteady  gait,  nausea,  a 
and  vomiting.  p 

a 

PCP’s  action  on  the  brain  has  been  the  subject  of  much  c 
research  but  is  still  not  well  understood.  It  is  thought  that  t 
PCP  acts  primarily  on  the  sensory  cortex,  brain-stem,  and  t 
thalamus.  Animal  studies  have  shown  that  PCP  can  alter  \ 
the  amount  of  certain  naturally  occurring  chemicals  that  are  ( 
present  in  the  brain.  Some  years  ago,  researchers  investigated  n 
its  potential  for  the  relief  of  anxiety  and  for  use  as  an  anes-  c 
thetic  in  some  types  of  surgery.  Other  researchers  used  PCP  c 
to  produce  symptoms  similar  to  those  of  schizophrenia  in  an  i 
attempt  to  gain  a greater  understanding  of  this  form  of  mental 
illness.  However,  the  drug  was  never  marketed  for  these  pur- 
poses  or  for  any  use  with  humans. 

Is  PCP  Much  Like  LSD  or  Mescaline? 

Users  of  phencyclidine,  LSD,  or  mescaline  may  have  feelings  c 
of  depersonalization,  distortions  of  body  image,  feelings  of  a 

isolation,  drowsiness  and  apathy,  dream-like  experiences  c 

while  awake,  or  a high  feeling  much  like  drunkenness.  How-  t 
ever,  a person  who  takes  a high  enough  dose  of  phencycli-  c 
dine  may  experience  some  additional  effects.  Muscular  co-  a 

ordination,  ability  to  pay  attention,  and  ability  to  think  : c 
abstractly  and  sequentially  may  be  impaired.  Emotional  i 
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reactions  may  be  lacking  or  inappropriate.  Often,  there  will 
be  negative  and  hostile  feelings.  Differences  between  LSD 
and  phencyclidine  are  apparent  in  the  way  a small  group  of 
chronic  schizophrenic  patients  reacted  to  the  two  drugs. 
Such  patients  are  generally  quite  resistant  to  the  effects  of 
LSD;  with  phencyclidine,  their  condition  seemed  to  be  made 
worse  for  a time. 

One  explanation  that  is  offered  for  the  way  PCP  affects  the 
brain  is  that  it  blocks  the  physiological  processes  that  enable 
a person  to  sort  out  stimuli  in  his  environment,  to  choose  to 
pay  attention  to  some  things  and  ignore  others,  and  to 
attach  the  correct  interpretation  to  the  actions  or  statements 
of  others.  This  could  account  for  the  hostility  and  confusion 
that  can  appear  in  the  drug  state.  Some  researchers  consider 
this  effect  to  be  similar  to  that  associated  with  sensory  depri- 
vation. It  would  be  as  though  PCP  put  the  user  “in  solitary.” 
Others,  however,  feel  that  this  view  is  wrong.  One  experi- 
mental study  has  even  shown  that  the  effects  of  PCP  are 
diminished  if  the  user  is  isolated  from  various  stimuli.  Sensory 
deprivation  (without  PCP)  has  produced  temporary  improve- 
ment in  some  schizophrenic  patients. 

Can  PCP  Do  Permanent  Damage? 

The  studies  we  have  examined  show  the  effects  of  PCP 
generally  passing  off  in  a matter  of  hours.  Patients  operated 
on  under  PCP  remained  awake  but  felt  no  pain  and  later 
could  not  remember  the  operation.  They  seemed  euphoric 
and  disoriented  for  3 to  1 8 hours  afterward.  Much,  however, 
depends  on  dose,  and  on  the  reaction  of  the  individual.  In 
this  same  study,  about  15%  of  the  patients  had  psychotic 
confusion  that  continued  for  12  to  72  hours,  and  in  one  case 
a psychotic  reaction  lasted  four  days.  After  these  periods 
of  time,  however,  all  patients  seemed  to  return  to  their 
usual  mental  state.  Even  schizophrenic  patients  who  have 
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been  adversely  affected  by  PCP  will  apparently  return  to  the 
state  they  were  in  before  taking  the  drug. 

There  are  no  indications  in  the  literature  that  permanent 
damage  occurs.  However,  it  is  now  known  that  hallucinogens 
as  a group  present  certain  hazards,  and  it  would  seem  reason- 
able to  ask  whether  some  or  all  of  these  might  apply  to  PCP. 
One  of  these  is  the  flash-back — a repetition  of  something  like 
the  drug  experience  occurring  at  a later  time  when  no  more  of 
the  drug  has  been  taken.  Another  is  the  possibility  of 
inappropriate  or  dangerous  behavior  (e.g.,  reckless  driving 
or  assault)  while  a person  is  in  a disoriented  and  possibly 
hostile  state.  A third  is  the  fact  that  other  hallucinogens  seem 
to  be  able  to  push  some  unstable  people  over  the  brink,  into 
long-term  mental  illness.  If  this  can  happen  with  LSD  and 
other  hallucinogens,  is  it  possible  with  PCP?  Also,  can  any 
of  these  substances  damage  the  mental  health  of  a user  with 
no  previous  history  of  mental  or  emotional  disorder?  And 
can  any  of  these  substances  affect  an  unborn  child,  if  a 
user  is  pregnant,  or  cause  chromosomal  changes?  Unfor- 
tunately, we  do  not  yet  know  the  answers  to  these  questions. 

Is  PCP  Capable  of  Producing  Drug  Dependence? 

Again,  research  studies  as  yet  provide  no  answers.  All  we 
can  do  is  point  to  what  is  known  about  other  hallucinogens. 
These  do  not  seem  to  produce  physical  dependence.  How- 
ever, there  seem  to  be  people  who  enjoy  the  escape  from 
reality  that  is  provided  by  any  mind-altering  drug.  These 
people  may  tend  to  return  to  this  again  and  again. 

Can  PCP  Cause  Death  by  Poisoning? 

This  same  question  is  often  asked  about  other  hallucinogens. 
The  answer,  in  the  case  of  most  of  these,  seems  to  be  No. 
However,  a mushroom  of  the  Psilocybe  family  is  reported  to 
have  caused  the  death  of  a child,  and  the  evidence  concern- 
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ing  MDA  is  not  clear.  (Nevertheless,  MDA  preparations 
have  recently  been  implicated  in  a number  of  deaths. ) Death 
from  nutmeg  poisoning  has  been  reported  but  is  extremely 
rare.  To  our  knowledge,  there  have  been  no  poisoning  deaths 
attributable  to  PCP. 


PCP  in  Ontario 

Obviously,  there  is  no  way  of  telling,  on  casual  inspection, 
whether  a particular  tablet  or  capsule  a young  person  has 
bought  on  the  street  contains — or  does  not  contain — phen- 
cyclidine. However,  one  additional  piece  of  information  from 
the  A.R.F.  laboratory  might  be  offered  as  a sort  of  “helpful 
hint.”  There  is  some  reason  to  believe  that  PCP  may  most 
often  be  presented  as  mescaline— a drug  which  may  itself  be 
rare  in  Ontario.  Of  37  samples  brought  to  our  laboratory 
that  were  alleged  to  be  mescaline,  not  one  was  as  described. 
But  26  of  them  did  contain  PCP,  either  alone  or  in  com- 
bination with  LSD. 


PHENCYCLIDINE 
(PCP): 
DROGUE  DE  LA 
RUE  EN 
LABORATOIRE 


De  fevrier  a octobre  1971,  50  des  echantillons 
de  drogues  illegales  qui  furent  apportes  a la 
Addiction  Research  Foundation  pour  analyse, 
contenaient  de  la  phencyclidine  ou  une  com- 
binaison  de  phencyclidine  et  d’autre  drogue. 
Habituellement,  cette  drogue  avait  ete  decrite 
par  des  vendeurs  comme  etant  autre  chose, 
bien  souvent  de  la  mescaline.  Dans  cet  article, 
les  auteurs  discutent  quelques-uns  des  effets 
caracteristiques  et  des  dangers  possibles  de  la 
PCP,  une  substance  a laquelle  il  est  difficile 
de  predire  la  reaction  d’un  individu  en  par- 
ticular. En  general,  toutefois,  on  peut  dire 
que  la  phencyclidine,  en  comparaison  avec  le 
LSD,  peut  imiter  un  plus  grand  nombre  des 
symptomes  associes  avec  la  schizophrenic. 
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Middle-aged  Ethyl-heads  have 
Teenagers  Worried 

a 

by  Wayne  A.  Howell 


Taking  his  cue  from  the  celebrated  Le  Dain  Commission, 
17-year-old  Paul  Goodman  has  organized  a Committee  of  1; 

Concerned  Teenagers.  The  committee  will  arouse  civic-  j 

minded  teenagers  to  the  dangers  of  drug  use  among  middle- 
agers.  I found  Paul  organizing  his  campaign  in  a cluttered 
Yorkville  apartment. 

“Why  have  you  started  this  campaign?”  I asked  him.  t 

“The  use  of  drugs  by  our  middle-agers  is  assuming  frighten- 
ing proportions.  We  have  statistics  to  show  that  80  per  cent 
of  them  have  dabbled  in  beer  and  liquor;  3.5  per  cent  of 
them  are  confirmed  ethyl-freaks.  There  are  over  700,000 
ethyl-heads  right  in  Metropolitan  Toronto!”  he  said  as  he  | 
cleaned  the  crud  out  of  his  favorite  hashish  pipe. 

“What  happens  when  a middle-ager  becomes  an  ethyl-head?” 

I asked. 

“He  loses  his  competitive  drive,  develops  an  alien  set  of 
values,  drops  out  of  society,  and  lives  in  a communal  drug 
pad  called  ‘skid  row,’  ” he  said. 

“What  do  we  know  about  the  drugs  used  by  middle-agers?” 

I asked. 


Dr.  Howell  is  an  Ottawa  physician  and  free-lance  writer.  This  article  j 
first  appeared  in  The  Toronto  Daily  Star,  August  23,  1971.  It  is  used 
here  with  the  kind  permission  of  the  author,  who  assures  us  that  the  i 
name  used  in  this  delightful  little  satire  is  not  intended  to  refer  to  any 
person  living  or  dead,  teen-aged  or  middle-aged.  Editor 
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There  is  an  active  ingredient  common  to  all.  Scientists  have 
ound  they  all  contain  a simple  alcohol  called  ‘ethanol,’  ” he 
aid. 

How  is  this  drug  used?”  I asked. 

The  soft  drugs  are  consumed  straight.  The  hard  drugs  are 
lsually  mixed  with  water  or  soda.  The  confirmed  ethyl-head 
Irinks  his  hard  stuff  ‘neat,’  ” he  explained. 

These  terms  are  confusing,”  I remarked. 

The  users  have  their  own  special  jargon.  For  instance,  a 
:rip  is  called  ‘getting  bombed,’  or  ‘tying  one  on.’  A bad  trip 
s called  ‘barfing-out.’  ” 


‘How  is  the  drug  obtained?”  I asked. 

‘There  are  domestic  and  foreign  sources.  An  ethyl-freak 
may  obtain  a ‘mickey,’  which  is  a small  curved  flask  designed 
to  be  concealed  on  the  body,  for  about  $3.” 

“I’ve  heard  that  in  many  cases  an  ethyl-head  may  not  know 
what  he  is  getting,”  I said. 

“This  is  especially  true  in  Ontario  where  the  user  is  not 
allowed  to  see  the  bottle  before  purchase.  Users  call  a bad 
product  ‘rot-gut’  and  the  users  put  some  Canadian  grape 
ferments  in  this  category,”  he  said. 

“What  are  the  dangers  of  ethyl-use?”  I asked. 

“Bad  trips  lead  to  ‘barfing-out.’  Users  also  refer  to  a delayed 
reaction  which  they  describe  in  their  colorful  jargon  as  a 
‘hangover,’  ” he  said. 

“Are  there  long-term  effects?”  I asked. 
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“Long-term  use  causes  gastritis,  cirrhosis  of  the  liver,  and  a 
toxic  psychosis  where  the  user  sees  pink  elephants,”  he  said. 

“Pink  elephants!” 

“There  is  still  a lot  we  don’t  know,”  he  said,  offering  me  a 
drag  on  his  hookah. 

“Given  these  dangers,  why  do  you  think  middle-agers  use 
this  drug?”  I asked. 

“Middle-agers  are  frightened  and  insecure.  We  teenagers 
have  created  a world  they  don’t  understand.  I think  in  many 
ways  their  drug  taking  is  a form  of  rebellion  against  us 
because  we  control  the  society  in  which  they  live.  Of  course, 
peer  group  pressure  is  very  important.  Many  go  along  to  be 
part  of  the  crowd,”  he  said. 

“Could  you  give  me  an  example  of  how  they  use  ethanol?” 
I asked. 

“We  find  that  ethyl-heads  tend  to  congregate  in  small  groups 
for  the  purpose  of  drug  use.  As  they  consume  the  drug  they 
may  listen  to  music,  talk  in  an  increasingly  garrulous  fashion, 
and  indulge  in  sexual  flirtations,”  he  said. 

“Do  they  have  a name  for  these  gatherings?”  I asked. 

“They  call  them  ‘cocktail  parties,’  ” he  said. 


38 


1 A Note  on  Solvent  Sniffing  in  Toronto 

by  Mora  Gregg 

fcolvent  sniffing  is  a problem  that  is  often  overlooked  by 
people  in  the  field  of  drug  abuse  who  do  not  work  directly 
vith  children.  It  is  often  overshadowed  by  problems  we 
egard  as  more  serious  such  as  speed  and  heroin  use.  How- 
ever, the  youth  worker  who  encounters  solvent  sniffing 
imong  his  clients  regards  the  problem  as  one  of  the  most 
lifficult  and  frustrating  he  must  deal  with.  In  order  to  find 
put  more  about  the  nature  of  the  problem  in  Toronto,  we 
Drought  together  five  youth  workers,  a therapist,  and  a com- 
nunity  consultant  employed  by  various  agencies  to  share 
i:heir  impressions  with  us.  The  following  is  a summary  of 
heir  observations,  frustrations,  and  suggestions  for  solving 
:he  problem. 

The  youth  workers  at  the  talk  session  represented  three 
leighborhoods  in  the  city-— Parkdale,  Bloor-Dufferin,  and 
Regent  Park.  They  agreed  that  the  most  readily  available 
and  most  commonly  used  solvent  is  nail-polish  remover. 
There  are  several  reasons  for  this. 

Although  the  police  try  to  discourage  solvent  sniffing  by 
confiscating  bottles,  by  picking  up  the  under-  16’s  for  juvenile 


Mora  Gregg  is  an  Editorial  Assistant  in  the  Creative  Group  of  the 
Addiction  Research  Foundation.  She  wishes  to  thank  the  following 
people  who  participated  in  the  taped  discussion:  Jesse  Dean,  12 
Madison  Project;  Lesley  Forrester,  Y.M.C.A.;  Marnie  Marley,  A.R.F. 
Central  Toronto  Branch;  Heather  Matthews,  The  Place;  Kathleen  E. 
Michael,  A.R.F.  Central  Toronto  Branch;  Barry  Saxton,  Community 
Guardian,  Regent  Park;  Norman  Smith,  Parkdale  Drop-in;  and 
Harriett  Weidmann  of  the  Creative  Group  who  organized  the 
discussion. 
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delinquency  and  the  over-16’s  on  some  charge  such  as 
vagrancy,  it  is  not  clearly  illegal  to  sniff  nail-polish  remover,  j 

Nail-polish  remover  is  inexpensive,  even  when  it  is  bought.  ' 
Usually,  it  is  stolen.  Although  some  chain  stores  have  been  ( 
persuaded  to  take  it  off  the  open  shelves  and  keep  it  behind  ! 
the  counter,  not  all  have  done  so.  Some  small  stores  also  have  |j 
not  removed  solvents  from  their  shelves.  However,  many  | 
other  small  businesses  have  been  willing  to  do  this. 

The  workers  feel  that  kids  would  prefer  to  use  other  drugs  j; 
if  they  had  the  money.  Some  would  turn  to  alcoholic  bever-  i 
ages;  others  would  use  marihuana,  hashish,  speed,  or  LSD  i 
to  emulate  some  older,  richer  kids.  Some  chronic  sniffers  in  j 
their  late  teens  or  early  twenties  have  been  known  to  use  j 
these  other  drugs  in  addition  to  solvents. 

Who  Sniffs  Solvents? 

The  workers  noted  that  generally  there  are  three  distinct 
groups  of  sniffers.  The  first  group  usually  consists  of  people  j 
in  their  early  teens,  although  a few  sniffers  as  young  as  eight  j 
have  been  found.  Much  of  their  sniffing  is  occasional  and  ex-  j 
perimental  in  nature.  The  second  and  smaller  group,  between  > 
the  ages  of  15  and  17,  make  heavy  use  of  solvents  and  are  j 
a greater  cause  for  concern  to  the  workers.  The  third  group, 
which  is  very  small,  consists  of  people  in  their  early  twenties  j 
whose  use  of  solvents  is  chronic  and  long-term. 

The  family  life  of  solvent  sniffers  is  poor  in  general.  How-  I 
ever,  as  the  youth  workers  pointed  out,  this  poor  family  life  j 
is  far  from  exceptional  in  these  neighborhoods.  Problems  j 
encountered  in  the  families  include  unemployment,  poverty,  : 
alcoholism,  and  absence  of  one  parent.  One  worker  stated  j 
that  the  family  life  of  most  chronic  sniffers  can  only  be  j 
described  as  “chaotic.” 
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/er  Sniffers  generally  seem  to  have  low  self-esteem.  This  reflects 
the  fact  that  in  the  eyes  of  their  peers  who  do  not  use  sol- 
J vents,  the  sniffers  are  of  very  low  status  indeed.  They  are 
often  openly  ridiculed:  their  peers  don’t  think  highly  of  the 
ijk  solvent  “stone.” 

m I 

nj  A therapist  who  works  with  a group  of  sniffers  commented 
that  she  has  found  alcoholism  in  the  home  to  be  a very 
common  problem.  In  effect,  some  children  are  imitating  their 
$ parents  in  that  they  turn  to  a chemical  to  achieve  a tempor- 
:r-  ary  happiness.  These  children,  she  feels,  have  never  really 
D i learned  how  to  be  happy,  how  to  trust  others,  or  how  to 
in  j relate  to  others, 
ie 


Solvent  Sniffing  in  Affluent  Areas? 


One  possible  explanation  for  why  there  appears  to  be  little 
1 ; sniffing  in  more  affluent  areas  is  economic.  Middle-class 
children  have  more  money  and  therefore,  access  to  what 
they  would  consider  “safer”  drugs  such  as  alcohol  and 
cannabis.  Middle-class  kids  are  impressed  by  the  fact  that 
solvents  may  cause  physical  damage.  Furthermore,  as  men- 
tioned above,  the  other  drugs  have  much  more  prestige  than 
i solvents. 


On  the  other  hand,  one  might  speculate  that  sniffing  among 
middle-class  kids  may  be  more  common  than  available 
evidence  indicates.  The  problem,  like  that  of  the  housewife- 
alcoholic,  may  be  kept  in  the  family.  A child  may,  for  a 
time,  even  hide  his  habit  from  his  parents.  When  a problem 
is  discovered,  the  parents  may  send  the  child  to  a psychiatrist 
in  private  practice.  Consequently,  he  may  never  come  to  the 
attention  of  the  social  agencies  or  of  the  police.  He  may 
never  enter  the  statistics. 
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Behavior  when  Stoned 


K 

Generally,  kids  do  not  sniff  alone.  Companionship  is  desir-  ^ 
able  to  prevent  each  other  from  freaking  out.  Some  sit  quietly 
in  a state  of  sleepy  inactivity.  Others  become  very  energetic 
and  engage  in  activities  such  as  floor  hockey  in  spite  of  their  I 
impaired  coordination.  They  appear  to  be  oblivious  to  in-  | 
juries  and  will  come  back  for  more  punishment  when  a L 
“straight”  kid  would  not.  Sometimes,  sniffers  become  very  [ 
aggressive  and  engage  in  fighting  and  vandalism. 

Youngsters,  when  stoned,  tend  to  get  into  “hassles”  among 
themselves  and  will  react  with  intense  anger  to  real  or 
imagined  slights.  Often  a sniffer  will  respond  aggressively 
to  a bystander  or  kibitzer — whether  peer  or  respected  adult 
— whom  he  feels  intends  to  interfere  with  his  sniffing.  One 
youth  worker  recalled  an  incident  when  a young  sniffer 
behaved  very  pugnaciously  toward  a minister  who  worked  in 
a drop-in  centre.  The  following  day  he  apologized  to  the 
minister. 

Workers  have  reported  that  kids  will  sniff  in  preparation  for 
a fight  with  a rival  gang.  Apparently,  they  sniff  on  these 
occasions  to  get  up  their  courage  and  to  numb  their  sense 
of  pain  in  preparation  for  the  blows  to  come.  Since  such 
battles  rarely  materialize,  sniffing  in  preparation  would  ap- 
pear to  be  mainly  a show  of  bravado. 


What  to  Do? 

Youth  workers  find  it  very  frustrating  trying  to  provide 
alternative  activities  to  substitute  for  solvent  sniffing,  particu- 
larly for  the  heavy  sniffers  in  their  middle  teens.  Most  activi-  j 
ties  provided  in  a community  are  geared  to  a younger  age  I 
group.  Furthermore,  when  activities  such  as  drop-ins,  floor 
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ockey,  and  dances  are  available,  the  presence  of  sniffers  is 
ften  too  disruptive  to  tolerate. 


r he  Sniffer  and  the  Community 

Vorkers  in  the  drop-ins  and  on  the  street  find  they  just  don’t 
lave  the  time  required  to  devote  consistent  attention  to  the 
niffers.  After  all,  the  youth  worker  is  there  to  serve  the 
‘community  of  youngsters,”  and  often  his  job  is  most  effec- 
ively  accomplished  at  the  expense  of  the  sniffers  who  form 
t small  minority  group. 


The  workers  feel  that  pulling  the  sniffers  out  of  the  com- 
munity for  special  treatment  is  not  the  answer.  In  fact,  if 
broperly  handled,  the  influence  of  their  peers  can  be  very 
constructive.  The  best  answer,  they  feel,  is  to  provide  neigh- 
borhoods which  have  a high  incidence  of  solvent  sniffing 
with  a youth  worker  whose  sole  task  is  to  work  with  solvent 
Sniffers. 


A Consistent,  Caring  Adult 

this  youth  worker  could  do  quite  a number  of  things.  He 
could  encourage  sniffers  to  set  up  their  own  therapy  groups, 
and  he  could  act  as  liaison  between  the  kids  and  interested 
therapists  in  social  agencies.  He  could  advise  and  intervene 
when  a sniffer  has  a run-in  with  the  law,  his  school,  or  his 
family.  The  worker  could  encourage  interested  and  concerned 
adults  in  the  neighborhood  to  become  involved  with  sniffers. 
Finally,  a youth  worker  assigned  to  solvent  sniffers  would 
have  more  time  than  other  workers  to  spend  with  the  sniffers 
— talking,  listening,  admonishing,  encouraging.  This  is  what 
many  of  these  children  need  more  than  anything— a patient, 
consistent,  caring  adult. 
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COMMENTA1RE 
SUR  LE 
RENIFLEMENT 
DE  SOLVANTS 
A TORONTO 


Cet  article  est  un  resume  d’une  discussion  entre  ” 
cinq  assistants  a la  jeunesse,  un  conseiller  social 
et  un  therapiste  que  nous  avons  assembles  pour 
mettre  en  commun  leurs  connaissances  sur  le 
reniflement  de  solvants  a Toronto.  Les  assis- 
tants represented  trois  voisinages  a bas  revenu 
ou  le  reniflement  de  solvants  est  predominent  j-| 
chez  les  adolescents.  Ces  enfants  reniflent  du 
decapant  a poli  a ongles;  la  vie  de  famille  de  Vl 
bon  nombre  entre  eux  est  mediocre;  beaucoup  PS 
d’entre  eux  ont  tres  peu  respect  d’eux-memes  et  j| 
eprouvent  beaucoup  de  difficultes  a entrer  en  ]( 
contact  avec  les  autres.  Le  reniflement  de  sol- 
vants ne  semble  pas  etre  aussi  predominent  ( 
chez  les  enfants  de  classe  moyenne,  soit  qu’ils  * 
peuvent  se  payer  d’autres  drogues  ou  que  leur  l 
usage  de  solvants  soit  bien  cache.  Ces  assistants 
suggerent  qu’un  assistant  a la  jeunesse  soit  de-  , 
signe  aux  endroits  ou  l’usage  de  solvants  est 
eleve  pour  faire  face  aux  renifleurs  de  solvants 
et  a leurs  problemes.  1 
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The  Forgotten  Children 

A paperback  book  by  R.  Margaret  Cork 

| his  is  the  second  printing  of  a book  about  115  children  who 
j 'ere  interviewed  by  Margaret  Cork,  the  social  worker  who 
: eads  the  Addiction  Research  Foundation’s  Youth  Counsel- 
ng  Service  in  Toronto.  All  of  these  children  came  from  the 
omes  of  alcoholics,  and  most  of  them  have  disturbing  stories 
3 tell.  Miss  Cork  says  these  children  need  help.  She  believes 
ley  should  have  it,  whether  or  not  their  parents  are  willing 
3 accept  help  for  themselves.  The  fact  that  Ontario  is  esti- 
lated  to  have  some  120,000  alcoholics,  many  of  whom  are 
arents,  points  up  the  magnitude  of  the  problem.  95  cents. 


The  Pursuit  of  Intoxication 

A new  paperback  book  by  Andrew  I.  Malcolm 

Dr.  Malcolm  has  been  a staff  psychiatrist  with  the  Addiction 
Research  Foundation  for  nine  years.  His  book  examines  the 
nany  reasons  why  people  have  used  and  continue  to  use  the 
)sychoactive  drugs.  These  reasons  are  examined  under  five 
nain  headings:  Religion,  Medicine,  Endurance,  Extinction, 
tnd  Recreation.  The  book  not  only  has  something  to  say 
ibout  all  drugs  in  current  use;  it  also  attempts  to  place  the 
lse  of  these  drugs  in  historical  perspective.  $2.50. 
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Drugs,  Society,  and  Personal  Choice 

A new  paperback  book  by  po 

Harold  Kalant  and  Oriana  Josseau  Kalant  th 

This  is  a book  designed  to  help  people — as  individuals,  as  J 
family  members,  and  as  policymakers — to  arrive  at  fully 
informed,  balanced,  reasonable  decisions  about  drugs.  Many 
scientists  today  are  concerned  that  their  work  should  con- 
tribute to  this  process.  Dr.  Harold  Kalant  is  Associate  \ 
Director  of  Research  and  his  wife,  Dr.  Oriana  Kalant,  is  a P 
Research  Scientist  at  the  Addiction  Research  Foundation,  f 
They  wish  to  provide  through  this  book  data  and  ways  of  f 
dealing  with  data  that  will  assist  responsible  citizens  in  P 
achieving  a perspective  that  can  lead  to  an  appropriate } 
decision.  $1.95. 

\t 
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The  Forgotten  Children  and  Drugs,  Society,  and  Personal  u 
Choice  are  published  by  Paper  Jacks,  a division  of  General  L 
Publishing  Company,  30  Lesmill  Road,  Don  Mills,  Ontario  jj, 
in  association  with  the  Addiction  Research  Foundation  of  j( 
Ontario.  The  Pursuit  of  Intoxication  is  published  by  the  ( 
Addiction  Research  Foundation  and  distributed  by  Paper- 
Jacks.  Copies  of  these  books  are  available  at  book  stores  j 
and  from  General  Publishing.  They  may  also  be  obtained 
by  writing  to  the  Addiction  Research  Foundation,  33  Russell 
Street,  Toronto  179,  Ontario.  When  ordering  any  of  these 
books  from  the  Foundation,  please  enclose  with  your  order 
$2.00  for  Drugs,  Society,  and  Personal  Choice,  $1.00  for 
The  Forgotten  Children,  or  $2.50  for  The  Pursuit  of 
Intoxication. 
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"he  Addiction  Research  Foundation  of  Ontario  is  an  official 
overnment  agency  established  in  1949  and  financed  by 
tnnual  provincial  grants.  Its  purpose  is  to  learn  more  about 
he  effects  of  alcohol  and  other  drugs  and  to  develop  im- 
troved  ways  of  preventing  and  managing  alcoholism  and 
irug  dependence.  Helpful  information  about  these  matters 
5 available  from  A.R.F.  offices  located  in: 


Irantford  (759-3930) 
Chatham  (354-1000) 
Cornwall  (932-3300) 
)unnville  (774-7596) 

Salt  (623-5977) 

Hamilton  (525-1250) 
Capuskasing  (335-6081  ) 
Cenora  (468-6372) 
Cingston  (546-4543) 
Cirkland  Lake  (567-5251  ) 
Citchener  (579-1310) 
.ondon  (433-3171) 
Mississauga  (270-1431) 
Niagara  Falls  (356-7451) 
4orth  Bay  (472-3850) 
Dakville  (845-6854) 

Drillia  (325-2518) 


Oshawa  (576-6277) 

Ottawa  (733-8343) 

Owen  Sound  (371-1861) 
Pembroke  (732-2811) 
Peterborough  (743-2121) 

St.  Catharines  (688-0552) 
Sarnia  (337-961 1 ) 

Sault  Ste.  Marie  (256-2226) 
Simcoe  (426-6170) 

Stratford  (271-4810) 

Sudbury  (675-1195) 

Thunder  Bay  “F”  (622-0607) 
Timmins  — South 
Porcupine  (235-3326) 
Toronto  (595-6091) 

Welland  (735-2930) 

Windsor  (235-4458) 


. 

f you  would  like  to  receive  Addictions  regularly,  you  are 
nvited  to  complete  the  coupon  on  the  next  page  and  return 
t to: 


The  Addiction  Research  Foundation 
33  Russell  Street 
Toronto  179,  Ontario 
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Because  the  Foundation  is  a provincial  agency,  any  resident 
of  Ontario  is  entitled  to  and  welcome  to  receive  Addictions, 
whether  he  is  working  in  this  field  or  not;  but  if  you  have  a 
professional  interest,  please  indicate  it  when  you  fill  in  the 
coupon.  We  regret  that  we  cannot  send  Addictions  to  non- 
professionals outside  Ontario. 


If  you  are  a resident  of  Ontario — or  a professional  person 
living  outside  the  Province — and  wish  to  receive  Addic- 
tions regularly,  complete  and  return  this  coupon,  giving 
your  permanent  address  and  indicating  whether  it  is  that 
of  your  home  □ or  business  (Please  disregard  if  you 
already  receive  Addictions.) 


NAME 


(PLEASE  PRINT) 


ADDRESS- 


Profession  and  Position  (if  you  have  a professional  inter- 
est in  the  drug  or  alcohol  field  or  in  a related  area  such 
as  teaching  or  social  work) 


Please  write  here  any  comments  you  would  like  to  make 
about  Addictions 
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r than  the  population,  on  tl 
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"sion  of  the  article  in  Addictions. 


treatment  services  are  sometimes  based  on  him  and  society  (at  his  per- re 
suasion)  entering  into  a conspiracy  to  pretend  that  effective  treatment  for 
the  dependency  diseases  actually  exists.  A few  years  ago  he  was  able  to  ir: 
defend  himself  by  saying  that  “clinical  experience”  showed  that  this  or  that sta 
treatment  was  highly  successful,  but  in  the  era  of  the  controlled  trial  these 
defences  of  a previous  generation  are  now  seen  to  be  doubtful.  Today 
therefore,  the  practitioner  who  at  society’s  behest  treats  the  dependenc) 
diseases  is  not  in  a particularly  happy  position  and  feels  himself  more  thdia 
man  of  the  past  than  the  man  of  the  future.  He  suspects  that  in  the  nexfn 
decade  society  will  entertain  the 
notion  of  investment  in  prevention 
or  in  research  with  some  favor, 
while  society’s  attitudes  will  swing 
away  from  faith  in  treatment. 


The  purpose  of  this  paper  is  to 
look  at  some  of  the  perplexing 
questions  which  must  face  the 
treatment  specialist  in  the  next 
ten  years.  If  he  looks  up  from  his 
desk,  takes  a holiday  from  those 
everyday  and  ever-pressing  prob- 
lems of  clinical  practice,  what 
does  he  see?  Has  prevention  all 
the  answers?  Is  treatment  research 
possible  and  if  so  what  are  its 
priorities?  Can  treatment  services  be  so  organized  as  to  reach  the  mas|j]j 
rather  than  the  minority?  iL 


The  inference  drawn  from  the  various  pieces  of  evidence  and  severafaj 
arguments  examined  in  this  review — to  look  ahead  to  its  conclusion — wiL 
be  in  fact  an  optimistic  one.  In  planning  responses  to  the  dependenq  |0 
problems  of  the  1970’s,  society  should  by  no  means  devalue  the  role  of  th| 


“It  has  become  fashionabl 
to  advocate  education  of  youti 
as  the  real  answer 


Papei 


reatment  professions.  But  the  inference  must  also  be  this — continuance  of 
® aith  in  the  place  of  treatment  within  the  total  plan  is  entirely  conditional 
irstly  on  treatment  research  being  accepted  as  an  area  where  high  scientific 
'2  tandards  can  and  must  be  applied,  and  secondly  on  the  treatment  pro- 
essional  showing  that  his  real  concern  is  the  provision  of  services  for  the 
>!  ommunity,  rather  than  the  building  of  clinics  for  the  minority, 
ic 

: las  Prevention  All  the  Answers? 

n the  last  few  years  there  has  been  a re-awakening  of  interest  in  the 

preventive  approach  to  depen- 
dency diseases  with  quite  con- 
siderable concurrent  questioning 
of  the  sufficiency  of  the  treatment 
approach  to  conditions  of  such 
epidemic  proportions.  It  has  be- 
come fashionable  to  advocate 
education  of  youth  as  the  real 
answer,  but  such  talk  can  some- 
times seem  to  be  incompletely 
thought  out.  The  suggestion,  for 
instance,  that  alcoholism  could  be 
prevented  if  children  were  “taught 
healthy  drinking  attitudes”  ig- 
nores the  fact  that  society  is 
already  such  a successful  teacher 
that  the  great  majority  of  children 
^ jvill  not  become  alcoholics,  and  the  complementary  fact  that  the  very  min- 
ority who  are  at  hazard  may  be  resistant  to  education,  that  resistance  being 
ooted  in  experience  of  parental  relationships,  personality  handicaps,  cul- 
lf|  Rurally-determined  coping  mechanisms,  social  disadvantages,  and  other 
'natters  of  profound  complexity,  all  probably  quite  impervious  to  any 
1C  mown  powers  or  skills  of  the  educator, 
tl 

- -Educational  methods  have  often  paid  scant  attention  to  what  is  known  of 
he  psychology  of  attitude  change,  and  there  has  been  confusion  as  to 
whether  education  is  to  be  achieved  by  the  mere  cognitive  business  of 
pffering  information  or  by  something  more  subtle. 

j\s  for  evaluation,  research  in  this  area  is  singularly  beset  with  problems — 

' paper-and-pencil  measurement  of  attitude  change  after  a class-room 
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lecture  must  bear  a totally  uncertain  relationship  to  drinking  behavior 
twenty  years  later.  Long-term  prospective  studies  of  large  populations 
are  expensive  operations  and  no  study  of  this  sort  without  controls  is  of 
much  value.  To  ask  that  educational  efforts  should  be  properly  evaluated 
may  indeed  be  to  cry  for  the  moon,  but  meanwhile  we  should  note  that  as 
regards  the  value  of  any  educational  investment  only  a strictly  agnostic 
position  is  today  justified.  Education  is  of  even  less  certain  worth  than 
treatment. 


Does  this  mean  that  hope  of  prevention  is  inevitably  ill-founded?  His- 
torical evidence  seems  on  the  contrary  to  suggest  that  such  considerable 
shifts  have  at  times  occurred  in  a particular  society’s  drug  or  alcohol 
problems  as  to  make  it  certain  that  there  must  exist  forces — for  want 
of  a better  word — that  can  affect  profoundly  the  number  of  people  in  a 
society  who  fall  victim  to  problems  of  chemical  abuse.  The  questions, 
then,  are  whether  education  can  be  shown  to  be  one  of  these  forces  and 
whether  we  can  indeed  hope  to  identify,  control,  and  exploit  such  forces, 
as  opposed  to  being  merely  passive  witnesses  of  inexplicable  and  un- 
controllable change  of  an  order  of  magnitude  that  must  make  both  the 
clinic  doctor  and  the  hopeful  educator  envious. 


Arrests  for  drunkenness  in  Britain  provide  such  an  example.  In  the  last 
hundred  years  the  incidence  of  public  drunkenness  offences  in  England 
and  Wales  has  fallen.  The  figures  also  suggest  that  public  drunkenness 
among  women  has  decreased  proportionately  even  more  dramatically  than 
drunkenness  among  men.  This  happened  without  any  large-scale  or  con- 
certed health  education  campaign;  even  the  most  optimistic  clinician 
could  not  interpret  it  as  due  to  the  efficiency  of  treatment  services  in  the 

twentieth  century,  and  it  must  therefore 
be  seen  as  evidence  that,  whatever  we  do 
in  the  clinics  and  whatever  the  efforts  at 
education,  we  are  being  carried  along  on 
the  tide  of  social  history. 


Conversely,  the  number  of  reported 
cases  of  heroin  addiction  in  subjects 
aged  under  20  years  had  risen  dramati- 
cally. Also,  there  has  been,  over  the 
last  ten  years,  a rise  in  convictions  in 
which  cannabis  was  involved. 


3I  Are  there  available  any  insights  at  all  into  the  forces  that  are  related  to 
these  changes  in  social  pathology?  As  far  as  drunkenness  is  concerned  the 
(speculation  is  that  with  the  worst  consequences  of  the  Industrial  Re- 
evolution  slowly  overcome,  the  whole  nature  of  English  city  life  has  chang- 
es ed.  The  English  working  man  is  more  likely  to  be  found  in  the  evening 
it  (sitting  at  home  in  his  council  house  watching  his  television  set,  than 
u going  off  to  the  gin  palace  to  escape  the  squalor  of  his  home  and  the 
hopelessness  of  his  condition.  How  charming  it  would  be  if  the  message 
were  as  simple  as  this — right  grossly  obvious  social  wrongs  and  all  will 
s be  well;  social  problems  fade  away  in  a new  dawn,  color  television  curing 
all  ills. 

Quite  clearly,  the  drug  figures  immediately  dash  all  hope  of  such  simple 
remedies.  It  had  probably  best  be  admitted  that  in  trying  to  understand 
the  background  social  forces  which  determine  a fall  in  drunkenness  or  a 
rise  in  drug  addiction  a guessing  game  is  being  played:  there  is  an  urgent 
need  for  research  and  particularly  for  transcultural  inquiries  that  may 
throw  light  on  these  matters. 

Does  all  this  mean  that  with  the  dependency  diseases  the  notion  of  pre- 
vention must  at  present  be  seen  as  empty  words — health  educator  or 
public  health  specialist  pitting  puny  forces  against  those  inevitable  and 
invincible  trends  in  society  which  are  the  real  underlying  determinants  of 
prevalence  of  chemical  abuse? 

The  conclusion  need  not  be  so  pessimistic  unless  we  are  at  the  start  over- 
1 optimistic.  We  will  be  frustrated  if  we  suppose  that  it  is  within  the  realms 
of  possibility  for  any  profession  abruptly  to  “reshape  society;”  it  would 
be  too  hopeful  to  suppose  that  the  health  educator  could  have  prevented 
the  Industrial  Revolution  or  the  public  health  specialist  have  curbed  the 
consequences  of  unfettered  capitalism  in  a society  whose  whole  dynamo 
5 was  the  entrepreneurial  spirit.  If,  on  the  other  hand,  the  starting  point  is 
no  more  grandiose  than  the  claim  that  it  is  possible  to  identify  many  small 
but  important  individual  aspects  of  society’s  organization  which  bear  on 
i the  likelihood  of  chemical  abuse  and  which  are  proper  and  possible  targets 
t for  immediate  action,  then  we  can  feel  more  hopeful.  The  clinician  who 
i treats  the  alcoholic  has  for  long  known  that  treatment  aims  must  be  realistic; 
if  the  same  is  true  when  it  comes  to  treating  society. 

W 

The  inferences  would  seem  to  be  these.  Prevention  in  terms  of  “educating 


y * mir- 


our  youth”  is  of  totally  uncertain 
worth.  “ Reshaping  society ” on  the 
grand  scale  is  a proper  dream  and 
proper  enterprise  for  any  individual , 
but  as  next  year's  program  for  the 
preventive  health  expert  it  is  folie  de 
grandeur.  Prevention  in  terms  of 
small,  practical  attempts  to  alter 
the  environment  in  certain  specific 
ways  makes  much  sense.  Recom- 
mendations along  this  line  can  be 
a continuing  contribution  that 
social  worker  or  doctor  might 
make  as  an  intelligence  agent  who 
advises  society  as  to  where  practi- 
cable preventive  effort  may  be 
focussed.  And  finally,  although 
rational  prevention  has  perhaps 
much  to  offer,  the  casualties  will 
still  occur — society  will  not,  within 
the  next  ten  years,  be  able  to  dis- 
pense with  the  treatment  pro- 
fessions. 
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Research  Investment  and 
Treatment  Research 

The  doctor  who  is  trying  to  run  a 
treatment  service  on  an  inadequate 
budget  is  not  rare.  It  is  not  sur- 
prising therefore  that  he  may  find 
himself  casting  a jaundiced  eye  on 
some  aspects  of  society’s  research 
spending.  In  so  doing  he  is  neither 
being  mean-minded  nor  reaction-! 
ary — he  readily  acknowledges  the! 
importance  of  adequate  research! 
investment,  and  he  knows  that 
some  of  the  most  important  re- 
search has  no  prospect  of  im-| 
mediate  practical  pay-off. 
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“When  research  findings  that  might  bear 
on  social  action  are  available, 
action  by  no  means  always  follows” 
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hi  Tne  of  the  complaints  of  that  critical  doctor  is  that  in  planning  social 
1()  iction,  society  still  does  not  know  how  to  use  the  research  worker.  More 
j.  )ften,  he  ought  to  monitor  the  results  of  legislation  that  implements 
x )articular  social  policies. 

jk 

)S  Another  aspect  of  the  same  criticism  is  that  when  research  findings  that 
1 night  bear  on  social  action  are  available,  action  by  no  means  always 
in  'ollows.  Research  in  Britain  indicates  that  the  social  origin  of  much 
s.  phronic  public  drunkenness  is  the  young  Irishman  or  young  Scot  emi- 
grating to  London  as  an  unskilled  laborer,  his  social  controls  removed, 
money  in  his  pocket,  no  healthy  or  attractive  leisure  alternative  to  the  pub, 
jmd  no  invitation  to  spend  his  money  on  much  other  than  beer.  When  will 
:he  social  preventive  programs  suggested  by  the  research  be  piloted? 
The  doctor  witnessing  all  this  from  his  clinic  or  his  community  may  sOme- 
a times  feel  that  what  is  needed  is  not  always  more  research  investment  but  a 
te  [greater  willingness  on  society’s  part  to  capitalize  on  the  already  available 
r.  findings. 


Society’s  reaction  to  the  treatment  professional  who  animadverts  on 
! [Society’s  lack  of  skill  as  a consumer  of  research  would  no  doubt  be  to 
^suggest  that  the  doctor  should  return  to  his  own  lathe  and  offer  some 
j.  statement  as  to  the  place  of  treatment  research.  It  would  then  at  the  outset 
ie  have  to  be  admitted  that,  of  all  aspects  of  research  on  the  dependency 
I diseases,  it  is  treatment  research  that  is  least  well-developed  and  most 
jl  frequently  falls  down  on  methodology.  To  what  aspects  of  treatment 
e.  should  research  energies  be  directed? 

Treatment  of  the  dependency  diseases  has  its  paraphernalia  and  its  essence. 
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The  word  paraphernalia  is  not  used  disparagingly,  but  clearly  there  is  a 
sort  of  core  of  treatment  being  practised  whatever  the  super-added  physical 
methods  or  particular  regimes  or  programs.  The  alcoholic  may  be  offered 
disulfuram  or  given  aversion  therapy,  may  be  prescribed  tranquillizers  or 
antidepressants,  may  be  given  a week  or  three  months  in  hospital  or  simply 
treated  as  an  out-patient,  may  be  introduced  to  Alcoholics  Anonymous  or 
left  to  find  his  recovery  without  such  help.  The  drug  addict  can  be  given 
methadone  or  be  treated  within  a therapeutic  community  or  sent  to 
prison  or  put  on  parole.  Whatever  the  paraphernalia,  the  common  core  of 
treatment  is  advising  the  patient  totally  to  abstain  from  drink  or  narcotics, 
inviting  him  to  review  the  present  pattern  of  his  social  existence  and  hold- 
ing up  to  him  the  advantages  of  abstinence  and  the  disadvantages  of 
continued  chemical  abuse,  suggesting  to  him  various  strategies  that  will 
help  him  to  get  through  life  without  his  favored  chemical,  hoping  that  he 
will  have  a good  opinion  of  us  and  be  moved  by  our  advice. 

On  the  paraphernalia  there  is  already  some  research  that  carries  conviction 
and  the  general  trend  of  the  evidence  seems  to  point  to  the  conclusion  that 
claims  for  the  value  of  any  specific  treatment  seldom  withstand  the 
rigorous  scrutiny  of  a controlled  trial.  Emrick  (1969)  on  the  basis  of  a very 
careful  review  of  the  literature  concluded  that  disulfuram  and  aversion 
therapy  are  probably  only  of  marginal  value  in  the  treatment  of  al- 
coholism, while  claims  for  the  efficacy  of  newer  aids  such  as  LSD  and 
metronizadole  are  equally  insecure.  Hypnosis  has,  in  some  countries,  been 
widely  used  as  an  adjunct  to  treatment  of  alcoholism;  convincing  evidence 
of  its  benefits  is  not  forthcoming.  The  value  of  admission  as  opposed  to 
out-patient  care  of  alcoholics  has  been  questioned.  As  regards  treatment  of 
drug  dependence,  controlled  trials  which  evaluate  specific  treatments 
appear  to  be  lacking,  though  one  may  suspect  that  the  influence  of  a 
methadone  program  on  the  otherwise-expected  social  maladjustment  of  the 
heroin  addict  should  be  accepted  as  prima  facie  evidence,  and  Vaillant’s 
careful  retrospective  reconstruction  in  1966  of  the  impact  of  various 
handlings  on  the  outcome  of  heroin  addiction  deserves  note.  It  seems  fair 
to  conclude  that  in  general  we  have  no  very  strong  reason  for  supposing 
that  specific  methods  usually  have  anything  like  a considerable  impact  on 
the  natural  history  of  the  diseases.  The  paraphernalia  are  not  to  be  dis- 
missed as  unimportant,  but  there  is  reason  for  supposing  that  no  specific 
treatment  has  yet  been  discovered  of  such  power  that  we  can  at  this  stage 
afford  to  neglect  what  has  been  referred  to  above  as  the  essence. 
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"he  essence  of  the  treatment  probably  has  not  changed  over  something 
pproaching  two  centuries,  but  what  is  relatively  new  to  the  scene  is  an 
| nvestigatory  scientific  discipline  which  allows  measurement  of  the  efficacy 
*f  psychiatric  treatment.  The  urgent  task  today  is  to  apply  scientific  assess- 
ment methods  to  this  essence  which  has  for  so  long  been  employed  in  the 
reatment  of  the  chemically  dependent  person.  It  may  to  some  seem  un- 
lecessary  and  to  others  impossible  to  bring  harshly  objective  methods  to 
►ear  on  the  study  of  anything  so  sensitive  and  complex  as  the  doctor- 
►atient  relationship  and  the  communications  which  the  doctor  makes  or 
mplies  by  nuance  to  his  patient.  Everything  points  to  the  fact  that  the 
reatment  professions  can  go  wrong  and  continue  to  be  wrong  unless  there 
;5  willingness  to  submit  long-hallowed  therapeutic  approaches  to  the  cold 
crutiny  of  neutral  science. 

"reatment  always  implies  attention  to  social  setting  and  social  problems,  as 
veil  as  words  which  aim  to  bring  about  the  hoped-for  attitude  change;  so- 
ial  and  psychological  approaches  inter-react.  Within  these  terms  every 
toctor  and  social  worker  believes  that  what  is  said  to  the  patient  is  import- 
nt.  But  all  who  engage  in  treatment  know  that  sometimes  words  work 
vonders  while  sometimes  they  fall  on  seemingly  irrevocably  deaf  ears.  Are 
ve  to  go  on  regarding  success  or  failure  as  just  the  luck  of  the  draw,  the 
presence  or  absence  of  some  mystical  quality  tautologically  named 
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“motivation?”  Or  could  research  give  such  sharpened  understanding  of 
the  processes  involved  in  attitude  change  that  success  becomes  more 
probable?  Can  the  essence  be  identified  and  refined? 
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Only  recently  has  experimental  social  psychology  offered  a framework  of 
theory  which  provides  an  apt  language  for  discussing  those  phenomena 
which  the  clinician  has  for  so  long  been  observing.  Ambivalence  and  denial 
are,  for  instance,  translatable  into  the  language  of  dissonance  theory. 
Research  on  psychotherapy  in  general  is  much  further  advanced  than  a 
decade  ago.  From  various  directions  there  is  this  confluence  of  ideas  and 
techniques  which  should  make  it  more  feasible  than  ever  before  to  set 
up  clinical  experiments  which  take  as  their  starting  point  the  physician’s 
practice  and  experience. 


R If  society  is  adequately  to  meet  the  problem  of  de- 
pendency disease  in  the  coming  decades,  and  if  the 
treatment  professions  are  going  to  be  given  a proper 
place  within  the  total  plan,  methods  which  are  not 
shown  to  be  of  value  cannot  be  persisted  in  merely 
because  of  tradition,  inertia,  the  therapist’s  emo- 
tional set  and  resistances,  or  the  politician’s 
3 expedience.  The  treatment  professions — and  society 
— must  increasingly  see  scientificaliy-competent 
research  as  providing  the  only  criteria  on  which 
i the  value  of  any  approach  (paraphernalia  or 
essence)  is  to  be  judged.  Growing  acceptance  by  the 
) treatment  professions  of  the  philosophy  that  insists 


that  research  is  not  an  optional 
extra,  but  part  of  all  treatment 
endeavor,  could  provide  so- 
ciety with  the  best  assurance 
that  treatment  is  still  a proper 
part  of  the  total  response. 


The  Organization  of 
Treatment  Services 

Given  that  as  yet  there  are 
certainly  no  magic  treat- 
ments, given  too  that  the 
next  ten  years  should  see 
very  careful  evaluative  re- 
search carried  out  on  the 
present  treatment  methods, 
with  the  possibility  of  rejec- 
tion of  some  of  what  is  at 
present  practised,  there  is  still 
the  fact  that  tomorrow’s  clinic 
brings  its  patients  and  that  “we 
have  to  do  something.”  Most  of 
us  will  suspect  that  research  will 
ultimately  show  that  doing  some- 
thing is  better  than  doing  noth- 
ing and  will  decide  meanwhile  to 
get  on  with  the  job  of  offering  the 
best  treatment  at  present  known, 
to  the  patients  who  consult  us.  But 
the  fact  must  be  faced  that  the 
patients  who  consult  us  are  prob- 
ably the  minority  of  people  who 
need  our  help.  Treatment  ought  to  be 
concerned  not  only  with  treatment 
methods  but  with  the  organization  of 
treatment  services.  It  is  no  good  having  the 
most  admirable  clinic  if  nine  out  of  ten 
people  in  the  surrounding  streets  who  need  its 
help  simply  walk  by  its  doors. 
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The  organization  of  services  for  treating  the  alcoholic  or  drug  addict  I cl 
must  depend  partly  on  the  bigger  question  of  the  slice  of  the  total  national  | $ti 
economic  cake  that  is  going  to  be  given  for  medical  services.  Where  spend- 1 in 
ing  on  health  services  is  insufficient,  spending  on  less  popular  health  1 wi 
problems  is  likely  to  go  to  the  wall.  I ell 


Pr 


Those  particularly  interested  in  alcoholism  or  drug  addiction  are  likely  to 
criticize  society  for  the  neglect  of  dependency  treatment  services  and  to 
campaign  for  more  money  to  be  spent.  They  are  likely  to  be  met  with  the 
argument  that  much  else  besides  alcoholism  and  drug  dependence  has  call 
on  the  money  available  for  treating  the  sick.  Although  there  are  many 
alcoholics  there  are  many  more  people  suffering  from  other  forms  of 
disturbed  psychological  functioning  and  few  psychiatrists  to  go  round. 
Perhaps  Manhattan  has  enough  psychiatric  manpower  to  treat  a very  small 
proportion  of  its  alcoholics,  but  many  other  parts  of  the  world  have  only 
sufficient  psychiatrists  to  point  up  the  total  self-defeat  of  any  approach  to 
the  dependency  diseases  which  sees  the  answer  in  terms  of  the  specialist 
sitting  in  the  hospital  clinic.  The  specialist  will  have  to  take  on  the  role  of 
agent  provocateur , mobilizer  of  community  resources,  exploiter  of  what 
already  exists,  and  of  managerial  and  business  expert  who  makes  sure  that 
resources  are  used  with  the  maximum  efficiency. 

Society  uses  shaky  criteria  to  determine  the  priority  of  its  spending — lavish  j 
outlay  on  spare  part  surgery  with  pitiful  neglect  of  the  vastly  important ! 
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“Society  uses  shaky  criteria  to  determine  L 
the  priority  of  its  spending -t 
lavish  outlay  on  spare  part  surgery 
with  pitiful  neglect  to  the  vastly  u 
important  chronic  illnesses  ”| 
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chronic  illnesses.  It  is  all  too  likely  that  in  many  countries  the  stigma  which 
still  attaches  to  the  dependency  illnesses  will  be  the  determinant  of  spend- 
ing rather  than  any  rational  appraisal  of  community  needs.  There  never 
will  be  enough  money  to  go  round.  Money  must  therefore  be  spent 
effectively.  A report  by  the  North  American  Association  of  Alcoholism 
Programs  (1966)  has  stressed  that  not  only  treatments  but  treatment 
\programs  must  be  evaluated.  Before  a community  sets  up  a service,  someone 
has  to  state  what  he  hopes  that  service  will  achieve  and  the  objective 
measures  that  are  going  to  be  used  to  determine  whether  hopes  are  fulfilled. 
Otherwise,  the  nature  of  man  is  to  bring  into  being  a treatment  service  in 
which  not  only  cash  but  ego  is  invested  to  persuade  himself  some  years 
later  that  a fine  job  has  been  done  and  to  pick  post  hoc  criteria  that  give 
us  all  the  greatest  reassurance. 

The  point  that  has  to  be  made  here  is  simple  but  important.  The  day  has 
gone  when  the  treatment  professional’s  only  responsibility  was  to  produce 
an  effective  treatment:  in  future,  society’s  attitude  toward  him  is  likely  to 
be  marked  by  an  increasing  insistence  that  the  product  is  not  only  manu- 
factured but  also  distributed. 

The  Treatment  Professions — What  Future? 

To  ask  for  rationality  in  any  aspect  of  health  planning  is  to  ask  a great 
deal.  When  the  problems  involve  not  only  health  departments  but  law 
enforcement  and  many  other  agencies  of  government,  the  demand  is 
particularly  ambitious.  There  is  no  likelihood  of  society  being  able  to  meet 
the  dependence  endemics  and  epidemics  of  the  next  years  by  policy  or 
investment  that  is  haphazard  and  catch-as-catch-can.  Preventive  measures, 
treatment  and  research,  all  require  integrated  planning  and  establishment 
of  priorities.  Research  is  as  relevant  to  the  actions  of  the  legislator  as  to  the 
procedures  of  the  clinic.  Within  this  planned  and  total  response,  the 
treatment  professional  must  find  his  future  place.  If  society  is  to  have 
confidence  in  him,  he  will  have  to  be  more  self-critical  than  in  the  past. 
He  will  have  to  accept  that  he  operates  within  economic  and  political 
realities.  Any  society  that  is  so  timorous  and  incompetent  as  to  seek  his 
connivance  in  running  inadequate  clinical  services  that  offer  unsubstan- 
tiated therapies  to  an  uncertain  minority  of  potential  patients  while  down 
the  road  more  patients  are  created,  is  likely  to  win  only  his  strictures. 
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Mr.  Bell  is  Queen’s  Park  reporter  for  The  London  Free 
Press.  This  article  is  reprinted,  with  changes,  through 
the  courtesy  of  The  London  Free  Press. 


by 

Del 

Bell 


Tom  is  sitting  in  the  long,  narrow  common 
room  of  a one-time  firehall  converted  to  a 
detoxication  centre.  In  street  language,  that’s 
a place  to  dry  out.  The  detoxication  centre 
also — and  this  is  perhaps  more  significant — 
acts  as  a referral  centre  for  self-help  groups 
and  all  other  agencies  that  try  to  help  alcohol- 
ics kick  their  destructive  habit.  Tom  has 
been  in  the  only  other  detoxication  centre  in 
Toronto,  the  one  over  on  Seaton  Street, 
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three  times.  He’s  been  in  this  one  twice,  in  a 
clinic  three  times,  and  at  the  Salvation  Army’s 
Harbour  Light  Centre  at  least  twice.  “This 
one’s  the  best  of  them  all,  you  know,”  he 
says  with  the  conviction  of  a man  who  knows. 

Tom  has  a room  nearby.  He  drops  in  at  the 
centre  during  the  afternoons  to  play  cards  and 
talk  and  sip  a coffee  and  have  a pipe.  “This 
way  is  better,  know  what  I mean?  You  ever 
been  in  a drunk  tank?”  Tom  asks.  “Now,  you 
don’t  get  locked  up  with  the  rest  of  the 
criminals.  You’re  not  classified  as  a criminal. 
To  a drunk  like  me,  it  makes  me  feel  better, 
you  know?  I’m  not  treated  like  a criminal, 
I’m  treated  like  a human  being.”  Others 
aren’t  saying  anything.  There  is  a nod  here 
and  a thoughtful,  withdrawn  look  there  that 
makes  it  obvious  that  they  understand  and 
agree. 

It  is  this  matter-of-fact  acceptance  of  them  as 
human  beings  with  problems,  a willingness  to 
listen  and  try  to  help,  and  the  end  of  the 
revolving  door  syndrome — drunk,  jail,  drunk, 
jail  ad  infinitum  until  some  judges  refused  to 
send  people  like  Tom  back — that  seems  to  be 
making  a difference.  No  one,  including 
director  Bill  Petersen,  a pudgy,  41 -year-old 
with  an  impressive  amount  of  both  dedication 
and  know-how,  claims  the  detoxication 
system  will  wipe  out  the  problem  called  the 
chronic  drunkenness  offender  (CDO)  in 
clinical  circles.  If  nothing  else,  it  is  an  im- 
mensely more  humane  way  of  treating  what 
Mr.  Petersen  calls  inebriates  than  the  drunk 
tank.  It  is  breaking  new  ground  in  rehabilita- 
tion even  though  this  is  something  you  have  to 
measure  more  in  human  terms  than  in 
statistics. 
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At  Seaton  House,  a 600-bed  men’s  hostel  run  by  Metro  Toronto  Social 
Services,  a 14-bed  detoxication  unit  was  established  in  September,  1970. 
In  its  first  year  1,300  men  stayed  for  an  average  of  four  days.  It’s  entirely 
voluntary;  there  is  no  compulsion  to  stay  or  leave.  If  a man  wants  to  hit 
the  street  again  first  thing  in  the  morning,  he  has  only  to  walk  out  the  door. 
But  75%  agreed  to  stay  longer  than  24  hours.  Only  about  25%  were 
repeat  customers  of  the  centre. 
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Over  at  the  white  firehall  centre  at  Ossington  and  Queen  Streets — just 
opened  last  fall — Tom  is  waving  a Manpower  form  and  urging  you  to  read 
it.  The  form  says  he  has  an  interview  with  a TV  repair  shop.  “I  can  make 
$150  a week.  That  shows  you  we’re  not  all  bums,”  he  says  with  a hint  of  a 
grin  at  his  companions.  Of  course,  he  hasn’t  got  the  job  yet  and  he  may  not 
get  it.  He  is  51,  but,  in  spite  of  the  lost  years,  doesn’t  look  that  old.  He  has 
done  time  in  a reformatory.  (“Liquor  used  to  be  a criminal  offense  you 
know,”  he  says.)  And  there  is  the  booze.  “I  used  to  have  my  own  shop,” 
Tom  says.  “Maybe  he’ll  remember  me  as  a drunk  . . .”  His  voice  trails  off 
for  a moment. 
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The  important  thing  is  that  he  is  trying  to  get  a job.  The  last  time  he  worked 


was  six  years  ago.  And  that  lasted  a week.  Mr.  Petersen  sayS  Tom  hasn’t 
had  a drink  for  a month.  He  can’t  wander  into  the  centre  to  pass  the  long 
days  of  waiting  if  he  has  been  drinking.  That’s  the  deal.  But,  ironically,  if 
Tom  does  get  drunk,  the  door  is  open  and  the  process  starts  all  over  again. 
Mr.  Petersen,  who  is  responsible  for  both  Toronto  detoxication  units,  is 
keeping  his  fingers  crossed  Tom  will  make  it  this  time. 

Both  detox  centres  in  Toronto  have  close  ties  with  hospitals — Seaton  with 
St.  Michael’s  Hospital  and  Ossington  with  Western.  They  are  reasonably 
close  to  but  not  physically  attached  to  the  hospitals,  precisely  the  arrange- 
ment suggested  by  a government  interdepartmental  committee  named  back 
in  October,  1970.  H.  David  Archibald,  director  of  the  Addiction  Research 
Foundation — a member  of  that  committee — summed  it  up  this  way  in  a 
talk  last  fall  to  the  Ontario  Hospital  Association  Convention:  “the  social 
health  system  that  we  have  recommended  calls  for  a series  of  special 
detoxication  facilities  that  are  geographically  close  to  and  have  a direct 
working  relationship  with  a general  hospital . . .” 

Western  Hospital  has  taken  on  legal  responsibility  for  the  old  firehouse, 
holding  the  lease  and  taking  insurance  in  the  name  of  its  corporate  entity. 


The  hospital  also  provides  the  main  meal  of  the  day  from  its  kitchens.  The 
nearby  Ontario  Hospital  at  999  Queen  provided  the  18  iron-rung  beds, 
blankets,  and  sheets.  It  does  the  laundry  for  the  centre  as  well.  It’s  a patch- 
work  co-operative  venture  and  everybody  is  more  than  happy  with  the  way 
it’s  working  out. 

Research  experience  has  shown  that  only  about  5%  of  the  people  taken  in 
by  the  detox  centres  require  medical  treatment  and  that  most  of  them  can 
be  handled  as  out-patients.  This  means  the  pressure  on  already  over- 
worked emergency  departments  is  eased  by  a detox  centre.  However,  there 
is  still  some  hostility  toward  the  centres  in  hospital  administration  circles 
where  officials  don’t  know  what  to  expect. 

Last  July,  Attorney-General  Allan  Lawrence  introduced  legislation 
affecting  detox  centres  (passed  but  not  yet  proclaimed).  At  the  time  he  said 
the  Province  would  spend  $4.5  million  over  the  next  three  years  on  detox 
centres,  halfway  houses,  and  rehabilitation  farms. 

Hospital  officials  are  worried  that  the  act,  if  it’s  followed  to  the  letter,  will 
mean  that  they  will  have  to  set  up  centres  inside  their  walls.  And  to  put  it 
plainly,  they’re  concerned  because  they  don’t  want  drunks  in  their  hospitals. 
There  is  also  some  concern  that  hospitals  may  get  stuck  with  financing  the 
day-to-day  operation  of  detox  centres — even  if  they  are  located  geo- 
graphically outside  the  hospitals. 

There  is  another  dollar  factor  Mr.  Petersen  points  to  that  can’t  be  ignored. 
It  costs  $11  to  $15  a day  for  the  centre  operation — including  staff  (the 
director,  four  para-medicals,  and  one  counsellor,  supplemented  by  trained 
volunteers),  meals,  and  maintenance  (much  of  it  done  by  the  crew  “drying 
out”).  That  compares  with  between  $75  and  $100  a day  for  a hospital  bed 
or  about  $35  a day  for  a bed  in  a mental  institution.  It’s  even  cheaper  than 
the  $17.30-a-day  tab  at  the  Don  Jail. 

Mr.  Petersen  says  that  he  doesn’t  think  formal  ties  with  hospitals  are 
absolutely  necessary  but  that  there  must  be  a good  working  relationship. 
The  arrangement  with  Western  Hospital  is  fundamentally  one  of  con- 
venience. A.R.F.  pays  the  operating  costs  of  the  two  centres  (about 
$70,000  a year  for  both)  but  will  ease  out  when  the  government  moves  in 
with  its  program  probably  later  this  year. 
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n the  beginning,  A.R.F.  patterned  its  first  detox  centre  in  downtown 
Toronto  (in  1969)  after  a medical  model.  It  was  headed  by  a medical 
lirector,  had  a full-time  nursing  staff*,  and  was  supported  by  specialists 
n areas  such  as  psychiatry  and  social  work. 

‘Obviously  this  was  an  expensive  operation  but  we  had  a great  deal  to 
earn  and  we  had  few  prototypes  to  guide  us,”  Mr.  Archibald  said.  “How- 
ever, we  did  learn  much  about  how  such  a unit  could  fit  into  the  existing 
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community  health  and  social  services  and  what  such  a system  would  mean 
to  hospitals  in  terms  of  staff  and  physical  facilities.”  It  was  out  of  this 
experience  that  the  A.R.F.  learned  that  centres  could  be  staffed  by  nurses 
and  non-professional  people  so  long  as  a doctor  was  available  for  con- 
sultation when  required.  “Therefore,”  he  told  that  hospital  convention, 
“placing  the  detoxication  centres  close  to,  but  not  in,  a hospital  would 
preclude  the  very  costly  and  wasteful  situation  of  having  medical  staff 
permanently  on  the  site.” 

The  committee  recommended  125  detox  beds  for  Toronto — mainly  in  the 
downtown  area — and  special  facilities  including  detox  centres  and  halfway 
houses  for  all  the  major  judicial  districts  in  Ontario  where  there  are  1,000 
arrests  or  more  for  public  intoxication. 

Whether  you’re  talking  to  the  police  or  the  people  they’re  designed  to  help, 
the  response  is  the  same:  they  can’t  come  soon  enough.  “It’s  a godsend 
for  the  drunks  to  come  here  instead  of  jail,”  says  Tom. 

About  the  only  losers,  grins  Mr.  Petersen,  are  the  jails.  “Three-quarters  of 
the  work  inside  the  bigger  jails  was  done  by  the  alcoholics.”  For  years,  the 
butcher  in  the  Don  was  a regular  visitor.  He  wouldn’t  stay  out  for  more 
than  a couple  of  days  at  a time  in  case  someone  ruined  his  knives,  Mr. 
Petersen  recalls. 

One  of  the  really  interesting  things  about  the  centres  is  that  there  has 
never  been  any  violence — not  a single  fight — as  about  3,000  men  passed 
through  their  doors  in  the  last  couple  of  years.  “In  fact,  we  have  yet  to 
have  our  first  piece  of  furniture  broken,”  says  Mr.  Petersen. 

The  detox  centres  symbolize  a major  change  in  our  social  philosophy,  says 
Mr.  Archibald:  one  reflected  in  our  willingness  to  consider  alcohol  abuse 
as  more  of  a public  health  problem  than  a criminal  problem. 
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The  Therapeutic 
Community  in 
the  Treatment  of 
Adolescent 
Amphetamine 
Abusers 
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by  Jack  Kaplun  and  Robert  Brook 
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|n  the  past  several  years,  results  of  research  studies  along  with  valuable 
isights  provided  by  informed  therapists  have  revealed  a number  of 
[haracteristics  common  to  adolescent  abusers  of  amphetamines.  In  general, 
lese  young  people  are  found  to  be  passive-dependent,  resentful  of 
luthority,  impulsive,  and  manipulative.  They  are  characteristically  be- 
jieged  with  conflict,  laden  with  guilt  concerning  their  past  behavior, 
jmotionally  crippled  by  latent  hostility  and  aggression,  and  thwarted  in 
(heir  development  by  lack  of  self-esteem.  These  young  people  relate  to 
}thers  in  an  egocentric,  childlike  fashion  and  are  unable  to  establish  and 


Mr.  Kaplun  is  a Psychometrist  at  the  Addiction  Research  Foundation’s  Residential 
reatment  Centre  in  London.  Dr.  Brook  is  the  Director  there. 
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sustain  positive  relationships.  Cognitively,  they  are  masters  at  rationali- 
zation and  self-deception.  In  many  cases  they  can  be  described  as  pre- 
psychotic  or  sociopathic,  characteristics  which  predate  drug  use.  The 
amphetamine  abuser  can  be  seen,  then,  as  an  inadequate  and  distressed 
individual  who  hides  behind  a drug-induced  facade  of  power  and  well- 
being. Drug  involvement  tends  to  sustain  and  promote  this  illusional  state 
which  the  abuser  maintains,  consciously  or  unconsciously,  in  order  to 
offset  confrontation  with  his  real  self. 


to 
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If  the  facade  is  stripped  away,  the  illusion  consequently  destroyed  or 
impaired,  underlying  realities,  among  them  feelings  of  loneliness  and 
emptiness  become  evident  to  the  person  in  a most  vivid  and  stark  manner.  r; 
The  possibility  of  these  realities  emerging  and  the  intolerable  prospect  of 
having,  as  a result,  to  look  honestly  at  oneself,  is  one  that  the  person  avoids 
at  all  costs. 
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However,  over  time,  the  “drug  solution”  proves  to  be  an  unsuccessful 
means  of  keeping  the  self  suppressed:  inklings  of  reality  eventually  seep 
through,  and  even  massive  amounts  of  chemicals  cannot  obliterate  these 
feelings.  At  this  point,  the  individual  begins  to  realize  that  he  can  no  longer 
fool  himself  and  he  will  usually  make  some  effort  at  self-help.  He  does  so; 
on  the  assumption  that  if  he  stops  taking  drugs  his  problems  will  vanish. 
These  efforts  usually  prove  abortive,  since  the  person  inevitably  finds 
himself  caught  in  a vicious  circle  composed  of  his  own  rationalizations  and: 
self-deceptions.  He  fails,  in  fact,  to  see  that  his  emotional  and  psychological; 
problems  predate  his  drug  use.  He  is  likely  to  discover  that  he  does  not] 
have  the  resources  to  pull  himself  out  of  this  pathological  cycle.  When  this 
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The  point  of  view  that  sees  the  drug  abuse , 


tb 

simp 


as  sick,  in  the  medical-psychiatric  sense ; 
tends  to  reinforce  his  belief  that  it  is  drugs 
and  not  personal  irresponsibility 
that  are  his  problem. 


30 


ealization  comes,  and  when  there  seems  to  be  no  way  he  can  deal  with  his 
nounting  feelings  of  desperation,  the  drug  abuser  is  forced  to  acknowledge 
o himself  his  dire  need  for  stable  people  and  help. 

'raditional  Modes  of  Treatment 

Jnfortunately,  traditional  modes  of  psychotherapy  available  to  drug 
ibusers  have  been  as  unsuccessful  as  the  abusers’  own  attempts  to  help 
hemselves.  The  three  principal  forms  of  treatment — outpatient  clinic, 
general  hospital  psychiatric  unit,  and  special  drug  unit  in  the  psychiatric 
lospital — have  failed  to  make  meaningful  inroads  into  the  psychopatho- 
ogy  of  adolescent  drug  abuse.  There  are  several  reasons  for  this  failure. 

"irst,  traditional  modes  of  treatment  fail  to  jar  the  drug  abuser  loose  from 
he  countless  defensive  systems,  negative  attitudes,  and  distorted  per- 
ceptions which  cultivate  and  nurture  a self-defeating  life  style.  Second,  by 
ailing  to  penetrate  this  pathology,  they  never  bring  the  patient  to  a stage 
vhere  a consistent  reality-based  regimen  can  be  initiated.  (We  feel  that 
eality  therapy1  is  a necessary  tool  in  breaking  the  drug  abuser’s  self- 
lefeating  cycle.)  Third,  the  point  of  view  that  sees  the  drug  abuser  as  sick, 
n the  medical-psychiatric  sense,  tends  to  reinforce  his  belief  that  it  is 
irugs,  and  not  personal  irresponsibility , that  are  his  problem.  This  false 
•eassurance  serves  only  to  bolster  the  myth  that  when  the  drugs  are  gone 
he  problem  is  gone.  Fourth,  the  outpatient  setting  cannot  provide  suf- 
icient  control  over  the  patient’s  social  and  physical  environment.  The 
positive  inputs  of  therapy  are  not  powerful  enough  to  outweigh  the 
legative  ones  of  continual  association  with  the  drug-oriented  peer  group. 
Consequently,  what  is  accomplished  in  the  therapy  hour  can  easily  be 
indone  during  the  hours  he  is  away  from  the  therapeutic  setting.  Although 
pontrol  is  available  in  the  hospital  setting,  it  is  not  used  to  advantage. 
Generally,  treatment  is  limited  to  brief  contacts  with  a psychiatrist  or 
chemotherapy.  (Efforts  at  behavioral  control  through  chemotherapy 
;imply  change  the  drug  of  choice  and  reinforce  the  patient’s  dependent 


‘Reality  therapy  is  predicated  upon  the  three  psychiatric  “R”  ’s  of  Right-wrong,  Res- 
ponsibility, and  Reason.  See:  William  Glasser,  Reality  Therapy:  A New  Approach  To 
Psychiatry  (New  York:  Harper  & Row,  1965). 

Because  the  abuser’s  habitual  problem-solving  technique  is  one  that  attempts  to  deny 
the  realities  of  life  by  living  in  a world  of  dreams,  a therapy  which  consistently  and 

I:ontinually  forces  the  individual  to  look  at  life  as  it  really  is,  is  necessary  in  helping  him 
to  adjust  to  the  point  where  he  can  become  reintegrated  into  society  in  a productive  way. 


“ The  most 
plausible 

alternative  is 
a peer-oriented 
therapeutic 
community” 


traits.)  Furthermore,  while  on  the  ward,  the  patient  continues  to  act  as  he 
pleases  with  few  consequences.  All  too  often,  attention  is  restricted  to 
handling  physical  and  psychological  crises  without  appropriate  attempts  to 
teach  the  person  a new  way  of  life.  Imprisonment,  an  alternative  toj 
hospitalization,  has  proved  equally  ineffective  as  a means  of  treating  drugj  ^ 
abuse.  The  static  and  stultifying  environment  of  a prison  can  by  no  meansj  N 
provide  the  type  of  learning  experience  which  is  necessary  in  enabling  the' 
anti-social,  drug-abusing  adolescent  to  learn  to  cope  with  a dynamic  and 
complex  society.  The  prison  life  style,  in  fact,  usually  reinforces  that  of  the  ft| 


drug  sub-culture. 


We  believe  that  the  most  plausible  alternative  in  the  field  of  drug  abuse! 
treatment  is  residence  in  a peer-oriented  therapeutic  community.  Factorsj 
such  as  control  consistency,  “maximum-contact-with-reality”  approach  tcj 
living,  and  a drug-free  environment  seem  to  be  necessary  to  effectively  treai 
drug  abusers.  It  is  around  these  characteristics  that  the  peer-orientec 
therapeutic  community  is  built.  Many  different  types  of  disordered  people 
have  been  treated  in  such  settings.  However,  the  main  thrust  has  been  in  th< 
area  of  addictions,  and  this  is  reflected  in  the  establishment  of  program: 
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uch  as  Synanon,  Day  top  Village,  Odyssey  House,  and  Phoenix  House. 
The  characteristics  inherent  in  this  approach  provide  the  therapeutic  tools 
md  setting  necessary  in  treating  the  drug  abuser. 

The  themes,  stages,  and  processes  operating  in  these  self-help  programs  for 
irug  abusers  are  essentially  similar.2  There  are  three  main  themes  under- 
ying  treatment  in  any  therapeutic  community.  One  is  acceptance  of  the 
"act  that  the  person  himself  is  responsible  for  the  disastrous  state  of  his 
ocial,  emotional,  and  physical  life.  Consequently,  he  will  have  to  learn  to 
3e  responsible  for  himself  and  to  act  responsibly  toward  other  people. 
\nother  is  that  he  must  face  himself  and  others  honestly.  The  third  is  that 
ixperiencing  self-esteem  is  contingent  upon  discovering  something  to  trust 
md  believe  in,  and  working  toward  its  actualization. 


These  themes  are  actualized  through  encounter  group  experiences.  It  is  in 


!Synanon  is  an  exception  in  terms  of  the  re-entry  stage.  They  circumvent  return  to  the 
community  at  large  by  viewing  Synanon  as  the  only  sane  society.  Synanon,  then, 
becomes  a life-long  commitment. 
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the  encounter  group,  the  backbone  of  the  program,  that  the  person  must  ni 
face  himself  and  reality  via  the  constant  challenge  and  scrutiny  of  his  peers,  uj 
Involvement  in  a somewhat  hierarchical  series  of  treatment  processes  >ti 
helps  the  individual  to  realize  the  treatment  goals.  "ioi 


ip 
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The  Neophyte 

Observation  of  the  new  resident’s  everyday  performance  in  a closed  and 
controlled  setting  provides  the  ex-addict  peer  group  with  a means  of 
identifying  the  emotional  and  cognitive  patterns  which  have  led  to  the 
neophyte’s  maladaptive  life  style.  A closed  setting,  then,  is  a prerequisite  to 
treatment  in  the  therapeutic  community.  The  neophyte’s  awakening  to  the 
fact  that  “I  am  my  problem”  is  the  first  goal  in  the  treatment  process. 
Encounters,  especially  during  the  initial  stages  of  treatment,  consist  largely 
of  continual  exposure  of  self-excusing  behavior.  Furthermore,  such 
confrontations  challenge  the  person  to  meet  responsibility.  These  con- 
frontations and  challenges  are  usually  met  with  resistance  by  the  newcomer 
who  defensively  maintains  adherence  to  the  street  credo  that  “other  people  fee 
or  my  environment  have  caused  my  problem.”  However,  the  work  ethic — j;0nl 
strongly  subscribed  to  in  the  community — soon  provides  evidence  to  the  L t; 
newcomer  that  he  is  directly  and  actively  involved  in  contributing  to  his  L 
own  circumstances.  The  community  philosophy  of  “no  free  lunch”  clearly  fa 
means  that  any  privileges  granted  to  an  individual  will  be  a consequence  of  {one 
his  fulfilling  assigned  responsibilities.  Manipulative  devices  such  as  silent  for 
contracts  with  other  residents  or  conning  others  into  doing  one’s  work  are  L 
easily  identified  by  the  peer  group,  and  confrontation  surrounding  them  is  k 
immediate.  The  group’s  effort  is  directed  toward  showing  the  new  resident  jMrt 
that  his  style  of  operating  is  parasitic.  For  perhaps  the  first  time  in  his  life,|y, 
the  resident  begins  to  feel  what  it  is  like  to  pull  his  own  weight  and  to 
interact  as  an  integral  part  of  a goal-directed  community. 


As  he  proceeds  through  the  initial  treatment  phase,  he  experiences  more 
and  more  the  reality  of  accepting  the  consequences  of  stupid  behavior. 
Each  attempt  to  use  an  old  manipulative  device  within  the  community 
leads  to  a cul  de  sac;  eventually  the  continual  reality-based  confrontation^ 


forces  the  individual  to  realize  that  he  is  the  active  participant  in  shaping  DU01 


his  circumstances. 


The  probings  in  encounter  groups  during  the  initial  stage  are  aimed  at 
establishing  and  sustaining  positive  behavioral  controls  and  restoring 
feelings  to  a level  of  awareness.  In  order  to  reach  this  state,  the  person  will 
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litially  express  feelings  of  hostility  and  aggression.  These  are  eventually 
uperseded  by  his  deeper  and  more  real  feelings.  Honest  and  open  self- 
ther  confrontation  in  an  environment  of  warmth,  positive  regard,  and 
oncern  promotes  self  exploration.  Once  the  resident  becomes  attuned  to 
penness  as  a successful  way  of  dealing  with  his  problems,  he  becomes  more 
ware  of  himself  and  the  effects  of  his  behavior  on  others.  He  now  begins 
i feel  his  own  strength;  the  need  to  behave  in  a self-sufficient  manner 
^places  his  previous  tendency  to  live  a parasitic  existence.  His  drive,  then, 
) explore  this  newly  discovered  way  of  living  prepares  him  for  the  second 
tage  of  treatment. 


Here,  the  psychological  probings  take  on  a different  look.  The 
encounter  group  becomes  the  setting  for  a more  sophisticated 
inquiry  into  the  nature  of  his  real  needs  and  feelings.  The 
iscovery  that  he  needs  to  be  loved,  to  love  others,  and  to  feel  worthwhile 
ontrasts  sharply  with  his  street  values.  A great  deal  of  pain  is  experienced 
1 talking  about  and  looking  honestly  at  the  years  wasted  by  suppressing 
tiese  realities.  The  individual  is  not  allowed,  however,  to  dwell  on  his 
! egativity  and  lose  himself  in  self-pity.  The  group  helps  him  direct  his 
oncerns  to  the  here-and-now.  The  group  guides  and  supports  him  in  his 
fforts  to  actualize  and  deal  with  new-found  feelings.  Failure,  frustration, 
ive,  loneliness,  guilt,  and  conflict  are  handled  openly  and  realistically, 
fie  person  learns  a problem-solving  approach  to  life  and,  as  he  becomes 
lore  adept  at  problem  solving,  he  is  better  prepared  to  face  and  meet  the 
hallenges  of  reality. 


At  this  point,  the  treatment  is  one  of  helping  to  prepare  the 
resident  for  re-entry  into  society.  Along  with  the  privilege  of 
returning  to  the  larger  community  via  education  or  work  comes 
le  added  responsibility  of  serving  as  a role  model  for  newer  residents. 
iDuring  the  re-entry  stage,  the  senior  resident  still  lives  in  the  therapeutic 
pmmunity.)  As  well  as  helping  new  residents  to  change  their  self-defeating 
fe  styles,  the  senior  person  has  an  opportunity  as  a role  model  to  reassess 
is  own  investment.  Interacting  with  the  drug  abuser  fresh  off  the  street 
;-ives  the  senior  person  a clear  reflection  of  his  past  way  of  coping.  The 
ontinual  reaffirmation  of  his  investment  in  himself  during  his  stay  provides 
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an  ongoing  means  for  gauging  the  development  of  his  ego  strength  and  for 
testing  out  his  new  modus  operandi. 


Although  professional  intervention  takes  place  throughout  the 


entire  program,  its  most  important  contribution  is  made  during 
the  fourth  stage  of  treatment.  (Because  the  goal  of  the  thera- 


peutic community  is  structured  to  facilitate  the  learning  of  a new  life  style, 
a total  of  two  years  in  the  therapeutic  community  is  not  uncommon.) 
During  the  fourth  and  final  phase,  the  resident  tests  his  independence  in 
the  community  at  large.  Progress  through  the  preceding  three  stages 
prepares  the  resident  to  handle  the  responsibility  of  engaging  in  a one-to- 
one  therapeutic  endeavor.  Whereas  the  neophyte  resident  is  likely  to  abuse 
individual  therapy  because  of  his  parasitic  ap- 


proach to  any  interpersonal  relationship,  the 
individual  at  stage  four  has  attained  the  level  of 
maturity  necessary  for  this  sort  of  involvement. 
His  drive  to  be  self-sufficient,  his  need  to  grow 
through  social  interaction,  and  his  ability  to  use 


reason  and  common  sense  instead  of  relying,  as 
he  once  did,  on  immediate  impulse  gratification 
enable  him — with  professional  help— to  take  his 
responsible  place  in  society. 


“His  drive  to  be  self-sufficient,  his 
need  to  grow,  and  his  ability  to  use 
common  sense  enable  him  to  take 
his  responsible  place  in  society” 


by  H.  Beatty  Cotnam 

Condensed  and  adapted  for  Addictions 

by  Lois  Adair 
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THE  SUPERVISING  CORONER’S  ANALYSIS 
OF  THEIR  CAUSES  IN  1970 


Much  has  been  said  by  many  on  the  subject  of  drug  deaths.  For  example, 
I have  read  items  in  the  press  that  would  give  one  the  impression  that 
deaths  from  heroin  and  speed  are  common  in  Ontario.  The  possibility 
that  such  misapprehensions  are  widespread  underlines  the  importance  of 
dispelling  them  with  the  aid  of  some  official  figures.  If,  in  the  process, 


Dr.  Cotnam  has  been  Supervising  Coroner  for  the  Province  of  Ontario  for  ten  years. 
This  article  is  based  on  a paper  he  presented  in  November,  1971,  at  the  Continuing 
Education  Course  for  Coroners  held  in  Toronto.  Mrs.  Adair  was  formerly  an  editor  of 
Addictions  and  is  now  a free-lance  writer  and  editor  specializing  in  topics  related  to  the 
social  sciences  and  medicine. 
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I can  help  direct  attention  to  causes  of  drug  deaths  that  far  outstrip  these 
exotic  substances,  a second  . . . and  perhaps  more  important . . . purpose 
will  have  been  served. 


In  this  Province  there  were,  in  1970,  57,489  deaths,  45%  of  which  (about 
26,000)  were  investigated  by  its  371  coroners.  Of  these,  only  563  deaths 
involved  use  of  one  or  more  chemicals.  These  563  fall  into  four  groups: 
(1)  cases  in  which  alcohol  was  the  primary  agent  or  a major  factor;  (2)  cases 
in  which  alcohol  combined  with  one  or  more  other  drugs  was  such  an  agent 
or  factor;  (3)  cases  in  which  barbiturates , alone  or  combined  with  other 
drugs  other  than  alcohol,  were  at  fault;  and  (4)  cases  which  could  be  laid 
at  the  door  of  drugs  or  chemicals  other  than  alcohol  or  barbiturates. 


1.  Alcohol  As  a Major  Factor  in  Deaths 

There  is  no  doubt  that  alcohol  tops  the  list  as  a killer,  direct  and  indirect,  i 
This  is  a fact  too  easily  lost  sight  of  with  so  much  attention  fastened  on  less  j 
familiar  chemicals  such  as  heroin,  speed,  and  the  hallucinogens.  Of  the 
563  cases  we  are  considering  here,  300  are  instances  in  which  alcohol  was  a 
major  factor.  Even  this,  however,  does  not  reveal  the  actual  number  of 
deaths  resulting  from  its  use.  The  true  figure  is  probably  much,  much 
higher.  A great  many  deaths  due  to  chronic  or  even  acute  alcoholism  are 
not  sufficiently  spectacular,  unusual,  or  mysterious  to  be  reportable  under 
the  Coroners’  Act.  Reportable  cases  do  not  include  the  many  who  die  at 
home  or  in  hospital  from  the  great  variety  of  medical  conditions  and  com- 1 
plications  of  chronic  and/or  acute  alcoholism.  These  include  such  con- 
ditions as  cirrhosis  of  the  liver,  peptic  ulcer,  gastro-intestinal  hemorrhage, 
and  many  neurological  and  cardio-vascular  diseases.  Then,  too,  there  are ' 
many  people  who  die  of  some  injury  received  while  under  the  influence  of; 
alcohol  and  whose  deaths  are  recorded  as  being  due  to  these  injuries,  with ; [ 
no  special  mention  of  alcohol.  Every  physician  is  familiar  with  such  cases,! 
but  the  vast  majority  of  death  certificates  covering  them  would  not  even 
list  alcoholism  as  a possible  contributing  factor.  j 


Looking  at  the  300  cases  we  do  know  about,  I have  divided  them  into  12 
different  categories  and  separated  these  into  male  and  female  subsections^ 
(Table  I).  You  will  notice  that  males  far  exceed  females  in  all  subsections 
except  careless  smoking:  four  times  as  many  male  alcohol  deaths  are 
reported  as  female. 
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Our  investigations  also  show  that  many  deaths  occur  indirectly  because  of 


Fatal  motor  vehicle  accidents 
Chest  conditions 

Asphyxia  due  to  aspiration  of  vomitus 
Suicides 

Hanging:  17  males,  1 female 
Gunshot:  5 males,  1 female 
Jumping : 1 male 

Acute  alcoholic  intoxication 

Falls 

Drowning 
Exposure 
Careless  smoking 
Other* 


TOTALS 


*"Other”  is  a catch-all  for  such  things  as  epilepsy,  electrocution,  and  injuries 
received  as  a result  of  lying  down  on  the  road  or  train  tracks  and  being  run  over 
by  one  or  more  cars  or  a train. 
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NAME  OF  DRUG  OR  CHEMICAL 
INVOLVED  IN  DEATH 


SEX  OF  VICTIM 
Male  Female 


Al 

fth 
jc  t 


Non-barbiturate  hypnotics  and 
tranquillizers 

Salicylates 

Speed  compounds 

Cyanide  compounds 

Strychnine 

Methyl  hydrate 

Insulin  (overdose) 

Drano 

Narcotic  analgesics 
Heroin 
Demerol 
Methadone 
Darvon 

Paraldehyde 

Marihuana  and  hashish 

MDA 

Glue 

LSD  (indirect) 

Unknown  (not  identified) 
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kohol.  For  example,  children  die  in  fires  caused  by  the  careless  smoking 
| a drunken  adult,  and  impaired  drivers  kill  many  other  people. 

1 Alcohol  plus  One  or  More  Other  Drugs 

F the  113  deaths  in  this  second  category  (63  males,  50  females),  79  were 
ne  to  the  use  of  alcohol  and  barbiturates,  7 to  alcohol  and  tranquillizers, 
to  alcohol  and  salicylates,  16  to  alcohol  and  one  other  drug  not  named 
i >ove,  and  7 to  alcohol  and  a mixture  of  two  or  more  other  drugs.  Some  of 
i,e  other  drugs  found  in  combination  with  alcohol  were  methyl  alcohol, 

1)propyl  alcohol,  methadone,  Demerol,  nicotine,  cyanide,  MDA,  codeine, 
orphine,  and  heroin.  Of  this  113,  66  (58%)  were  suicides  (as  compared 
j th  only  8%  where  alcohol  alone  was  involved),  and  within  this  suicidal 
b-group  there  were  approximately  equal  numbers  of  males  and  females. 
1/  far  the  commonest  drug  for  suicides  to  combine  with  alcohol  was  a 
liirbiturate  (47  out  of  66  cases). 

Barbiturates  Alone  or  Combined  with  Other  Drugs 
except  Alcohol) 

lere  were  75  of  these  cases,  in  the  majority  of  which  death  was  caused 

If  barbiturates  alone.  Other  drugs  involved  in  some  cases  included 
licylates  and  tranquillizers.  Women  outnumbered  men  nearly  two-and-a- 
ilf  to  one,  and  68  of  the  75  deaths  were  suicides.  Most  of  the  victims 
2re  between  30  and  50  years  of  age,  with  the  remainder  being  spread  up 
id  down  from  there  in  decreasing  numbers.  There  was  only  one  case  under 
) years  of  age;  there  were  four  cases  over  70. 

AllOther  Drugs  or  Chemicals 

i this  final  group  there  were  also  75  cases.  This  time  they  were  split 
most  evenly,  with  38  male  and  37  female  deaths.  Table  II  shows  what  was 
und  in  the  various  cases.  Again,  suicides  (about  75%)  predominate,  most 
' these  being  caused  by  tranquillizers,  non-barbiturate  sleeping  pills,  or 
licylates. 

he  causes  of  death  in  this  group  included  asphyxia  due  to  overdose, 
looting,  hanging,  jumping  (with  one  jump  being  accidental).  The  glue- 
liffing  death  was  due  to  asphyxia  from  a plastic  bag  pulled  over  the  head, 
he  indirect  LSD  death  referred  to  was  a premature  infant  of  34  weeks’ 
station  whose  mother  had  frequent  LSD  trips  during  pregnancy  and  was 
n a trip  when  admitted  to  hospital  in  labor.  LSD  was  considered  to  be  a 
lajor  factor  in  causing  this  stillbirth. 
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How  Deadly  Are  the  Publicized  Drugs? 

One  must  be  careful  not  to  infer  too  much  concerning  the  nature  of 
drug  or  its  effects,  either  on  individuals  or  on  society,  merely  from 
number  of  deaths  caused  by  that  substance.  Death  is  a very  im 
factor  to  consider,  of  course,  but  it  is  only  one  of  many.  In  decidi 
whether  a drug  is,  on  the  whole,  good  or  bad  for  people  and  in  placing 
drug  in  its  proper  perspective,  it  is  helpful  however,  to  know  the 
of  deaths  associated  with  it  in  one’s  own  locality.  I think  it  may  be 
to  present  some  Ontario  figures  for  examination  from  this  point  of 

1.  Marihuana  and  Hashish.  We  have  just  one  case  in  our  files 
for  1970.  This  was  a young  man  who  committed  suicide  by 
jumping  off  the  Peace  Tower  in  Ottawa  while  under  the  influence 
of  hashish. 


2.  Heroin.  During  this  period  we  had  five  deaths 
involving  heroin  use.  In  one  of  these,  heroin  had 
been  combined  with  alcohol.  So  far,  at  least,  heroin 
has  not  become  the  huge  problem  here  that  it 
has  in  some  parts  of  the  United  States,  notably 
New  York  City,  where  there  were  over  900  heroin 
deaths  reported  in  1970. 

3.  Speed.  We  had  six  deaths  associated  with 

speed  use.  In  one  of  these  speed  was  combined  with 
alcohol.  Three  were  accidental,  and  three  were 
suicides  by  gunshot.  All  were  males 


4.  Glue-sniffing.  This  caused  only  one  death  in  1970,  which  represents  a 
marked  decrease  from  some  previous  years. 

5.  LSD.  This  is  considered  to  have  caused  only  one  death  ...  the  one 
jindirect  one  of  the  unborn  child  that  I have  already  referred  to. 


Jt  is  clear,  I think,  that  the  incidence  here  of  deaths  from  any 
of  these  substances  has  been  exaggerated  and  that  the 
danger  of  death  from  alcohol  and  barbiturates 
or  from  tranquillizers  in  combination  with 
either  of  these  has  been  minimized.  One 


6.  MDA.  We  had  two  deaths  associated  with  this  “love  drug”:  one 
male  and  one  female,  both  under  20.  In  one  case,  death  was 
due  to  MDA.  In  the  other,  death  was  caused  by  a combin- 
ation of  alcohol  and  MDA.  This  has  been  classified 
statistically  as  an  alcohol  death. 


must  not,  of  course,  forget  that  heroin  is  an  extremely  dependence- 
producing  and  dangerous  drug  or  that  speed  is  undeniably  destructive, 
especially  on  the  psychological  level.  Nevertheless,  it  is  a fact  that,  in 
Ontario,  alcohol  kills  many  more  people  each  year  than  all  of  these  more 
“exotic”  drugs  put  together.  Barbiturates  also  have  a fairly  impressive 
record  in  this  respect. 
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Actually,  we  have  very  little  idea  of  how  many  deaths  are  caused  by  j' 
misuse  of  alcohol.  Probably  the  reported  ones  are  a minority.  With  other  ?f 
drugs  we  probably  have  more  reliable  figures,  in  that  most  of  these  deaths 
are  reportable  to  the  coroner  owing  to  the  mode  of  dying  or  the  unusual 
circumstances  under  which  such  a death  occurs. 


Likely,  then,  our  Ontario  coroners’  reports  showing  alcohol  as  causing 
more  deaths  than  all  other  drugs  combined  are  unreal  only  in  that  they  are 
understatements  of  the  relative  importance  of  alcohol  as  a cause  of  death.  □ 


V NOTE  ON  EXCESS  MORTALITY 
ATTRIBUTABLE  TO  ALCOHOLISM* 


m I ealth  costs  associated  with  alcoholism  are  indeed  impressive.  In  1969, 
2,660  people  between  20  and  70  years  of  age  died  in  Ontario.  Of  these,  about 
1%  (2,430)  were  alcoholics.  If  death  rates  of  Ontario  alcoholics  were  the 
ame  as  in  the  general  population  only  about  1,070  would  have  died.  It 
, allows,  then,  that  about  1,360— or  6%  of  the  total  22,660  deaths— were 
ttributable  to  alcoholism  and  the  life  style  of  the  alcoholic.  The  chart  shows 
ilative  contribution  of  various  causes  of  death  to  this  excess  mortality. 
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Jndoubtedly,  the  most  important  factor  in  causing  the  high  death  rates 
mong  alcoholics  is  chronic,  excessive  use  of  alcohol.  However,  other 
ontributing  factors  are  neglect  of  proper  nutrition  and  hygiene,  a tendency 
o smoke  heavily,  and  emotional  states  which  are  often  marked  by 
lepression. 

he  excess  mortality  described  above  refers  only  to  alcoholism  and 
>ehaviors  and  conditions  typical  of  the  alcoholic  life  style.  It  should  be 
loted,  however,  that  alcohol  use  at  lower  levels  also  contributes  heavily 
$ o mortality.  For  example,  it  has  been  estimated  that  alcohol  is  involved 
h about  50%  of  all  motor  vehicle  traffic  fatalities. 


[This  information  is  based  on  a mortality  study — "Causes  of  Death  of  Alcoholics"  by 
Volfgang  Schmidt  and  Jan  de  Lint — to  be  published  in  Vol.  33,  No.  2 of  the  Quarterly 
Journal  of  Studies  on  Alcohol.  Dr.  Schmidt  is  Associate  Research  Director  (Social 
j>tudies)  at  the  Addiction  Research  Foundation  and  Mr.  de  Lint  is  a Research  Scientist 
Ihere. 


The  Addiction  Research  Foundation,  established  in  1949,  is  financed  by 
annual  provincial  grants.  Representatives  from  the  business  and  profes- ! 
sional  community,  appointed  by  the  Lieutenant-Governor  in  Council,1 
establish  all  Foundation  policies. 
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The  Foundation's  Professional  Advisory  Board  is  responsible 
advising  on  scientific  development  and  professional  programs. 
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Foundation  offices  located  throughout  Ontario  offer  advice  and  assis 
ance  on  drug-related  problems.  Consult  your  telephone  book  for  th 
office  nearest  you,  or  call  ''Connection,''  a 24-hour,  7-day-a-wee 
information  and  advisory  service  located  at  the  Foundation's  provincia 
headquarters,  33  Russell  Street,  Toronto  4,  Ontario.  (416)  595-61 0( 
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The  variety  of  information  sources  in  the  field  of  alcohol  and 
drug  education  has  attracted  the  attention  of  researchers  and 
commentators  alike.  Skilled  social  scientists  have  undertaken  to 
identify  those  sources  deemed  most  reliable,  informative,  and 
influential.  Some,  like  Dr.  Reginald  Smart  of  this  Foundation, 
have  concluded  that  young  people  rate  the  news  media  above 
family,  friends,  church,  and  school— and  far  above  their  own 
experiences — as  influential  sources  of  information.  However, 
before  our  friends  in  press,  radio,  and  television  rejoice  in  this 
scientific  endorsation,  let  us  examine  more  closely  the  original 
sources  of  information  consulted  by  the  top-rated  media. 

Our  impression  of  the  reporting  over  the  past  few  years  is  that  a 
lot  of  it  originated  from  dramatic,  controversial,  and  sensational 
sources  rather  than  from  the  responsible  perspectives  of  pro- 
fessionals in  the  field.  Remember  the  “6,000  kids  will  die  from 
speed!”  days?  When  headlines  and  copy  space  diminished  later 
that  summer,  other  sources  raised  the  figure  to  8,000  adding  the 
cataclysmic  date — September,  1969.  Many  of  the  gurus  and 
prophets  barely  outlasted  the  initial  spate  of  media  popularity 
before  moving  on  to  greener  fields  of  endeavor.  Not  enough  is 
known  about  the  consequences  of  misplaced  confidence  ac- 
corded the  gypsy-like  “experts.” 

Publication  of  the  Le  Dain  report  on  marihuana  places  a high 
premium  on  informed  public  discussion.  Up-to-date,  reliable 
information  must  be  available  to  the  public.  Moreover,  an 
awareness  and  understanding  of  social  cost-benefit  analysis  is  an 
essential  part  of  debate  if  indiscriminate  and  emotional  re- 
sponses are  not  to  polarize  our  communities. 

Several  of  the  articles  in  this  issue  of  Addictions  draw  attention 
to  these  matters.  Two  in  particular — “Drugs  and  Society: 
What  Can  a Public  Inquiry  Do?”  by  Gerald  Le  Dain,  and  “The 
Use  of  Cannabis”  reprinted  from  the  WHO  Chronicle — offer  a 
better  understanding  of  the  process  and  content  of  decision- 
making. We  commend  them  to  you  as  alternatives  to  those 
voices  inclined  to  “shoot  from  the  lip.”  L.A.P. 


spirited  debate  is  taking  place  about  the  effects  of  cannabis  on  man. 
group  of  experts  convened  by  WHO1  has  recently  made  an  authori- 
se examination  of  the  subject  from  the  scientific  viewpoint,  assessing 
esent  knowledge  of  the  effects  of  cannabis  on  man  and  indicating 
lere  further  research  is  needed.  The  report2  of  the  Scientific  Group, 
i which  the  following  article  is  based,  is  supported  by  almost  200 
Terences  to  studies  carried  out  in  many  parts  of  the  world. 

sprinted  from  the  WHO  Chronicle  26  (January  1972):  20-28. 

lembers:  Dr.  T.  Asuni,  Nigeria;  Dr.  J.  Booij,  Netherlands;  Dr.  H.  Isbell,  U.S.A. 
' hair  man );  Mr.  R.  E.  Popham,  Canada  ( Rapporteur );  Dr.  N.  H.  Rathod,  United 
ingdom;  Dr.  J.  Ribeiro  do  Valle,  Brazil;  Dr.  M.  I.  Soueif,  Egypt  ( Vice-Chairman ); 
r.  N.  N.  Wig,  India.  Secretariat:  Dr.  D.  C.  Cameron,  WHO  ( Secretary );  Dr.  V. 
ittorusso,  WHO;  Dr.  W.  H.  McGlothlin  ( Consultant ). 

/HO  Scientific  Group  on  the  Use  of  Cannabis  (1971)  Report,  Geneva,  47  pages 
yld.  Hlth.  Org.  Techn.  Rep.  Ser.,  No.  478).  Price:  30  p.,  $1.00,  or  Sw.  fr.  3. — . 


Cannabis  sativa  L.  is  an  annual  plant  that  grows  wild  in 
most  temperate  to  tropical  areas.  It  has  a long  history  of 
cultivation,  as  a source  both  of  fibre  (hemp)  and  of® 
psychoactive  substances.  The  plant  produces  a resinous aa 
substance  that  contains  the  major  part  of  the  psycho-  ti°! 
active  and  intoxicating  ingredients.  This  substance 3I1£ 
occurs  primarily  in  the  flowering  tops  and  upper  leaves,  to 


hardly  at  all  in  the  stalk  and  seeds.  Psychoactive  preparations  of  the  can-pei 
nabis  plant  intended  for  human  consumption  take  many  different  forms, 
and  are  known  by  hundreds  of  different  local  or  more  general  names.  Foi 
the  purposes  of  this  article,  preparations  mostly  containing  leaves  ancP 
flowering  tops  are  referred  to  as  marihuana , preparations  containing  flower  P 
ing  tops  but  no  leaves  as  ganja , and  preparations  containing  primarily  assc 
resin  as  hashish. 


Historical  Trends 

The  intoxicating  properties  of  certain  cannabis  preparations  were  probabl 
known  in  India  more  than  2,000  years  ago,  and  for  centuries  cannabis  ha  oft 
been  widely  used  by  religious  mendicants,  mystics,  and  others.  Bhang 
which  consists  almost  exclusively  of  the  leaves,  is  still  taken  as  a drink  or  a 
an  ingredient  of  foodstuffs  among  all  social  classes  in  certain  parts  of  India 
particularly  during  festivals.  In  some  areas,  ganja  is  smoked  fairly  com:  t 
monly  by  men  in  certain  lower-class  groups.  Only  recently  has  the  smokin  lara 
of  cannabis  preparations  by  students  and  other  young  people  from  a wid 
range  of  social  classes  become  noticeable,  and  it  is  still  apparently  muc 
less  widespread  than  in  some  Western  countries.  Cannabis  has  been  use 
in  indigenous  systems  of  medicine  in  India  for  many  centuries  because  c ton 
its  sedative,  mildly  analgesic,  and  other  alleged  properties. 
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Cannabis  preparations  were  introduced  into  Europe,  probably  from  Nort 
Africa,  around  1860,  but  they  aroused  little  interest  among  the  generi 
population  at  that  time  despite  the  publication  of  some  colorful  accoun 
of  their  effects  by  such  writers  as  Baudelaire  and  Gautier.  They  began  t 


The  area  between  India  and  the  Mediterranean  appears  to  have  becom 
acquainted  with  cannabis  preparations  around  the  seventh  century  A.I: 
The  preparations  were  both  taken  orally  and  smoked.  In  North  Africa  tlj 
smoking  of  marihuana  (kif)  and  hashish  is  still  quite  widespread  despi1!  pod 
strong  legal  sanctions  against  it,  but  no  upsurge  in  cannabis  use  has  beej 
observed  among  young  people  or  middle-class  groups. 


morj 
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>e  widely  used  in  western  European  countries  in  the 
960’s.  Young  people  of  all  socio-economic  classes  have 
ried  them  in  recent  years.  In  the  United  Kingdom,  for 
example,  one  small  sample  survey  of  a school  popula- 
ion  indicated  that  2.5%  had  taken  the  drug  at  least 
mce,  and  larger  surveys  of  university  students  showed 
hat  4-10%  had  tried  cannabis.  On  the  other  hand, 
here  is  no  evidence  of  more  than  very  occasional  use 
European  countries. 


in  most  eastern 


s Vfarihuana  (maconha)  has  been  used  for  its  psychoactive  properties  for 
i nany  years  in  some  Latin  American  countries.  Its  use  there  has  largely  been 
i issociated  with  men  of  the  lower  socio-economic  groups,  but  use  among 
Poung  people  of  other  classes  has  recently  been  reported.  For  example, 
ibout  1%  of  college  and  university  students  in  the  state  of  Sao  Paulo, 
Brazil,  are  estimated  to  have  tried  cannabis  at  least  once.  In  the  U.S.A., 
i ;annabis  was  rarely  used  for  its  psychoactive  properties  until  about  the  end 
si  )f  the  last  century.  Use  was  at  first  largely  restricted  to  lower  socio- 
ti  iconomic  minority  groups,  and  it  was  not  until  the  1950’s  that  cannabis 
oi  aegan  to  be  used  among  all  classes  of  young  people,  a trend  that  has 
nl  Accelerated  rapidly  in  the  last  few  years  and  is  now  evident  in  Canada  as 
A veil.  The  groups  now  taking  cannabis  in  North  America  are  composed 
4 argely  of  middle-class  and  upper-class  young  people  of  secondary  school 
i md  college  age.  A recent  sample  survey  of  college  students  in  certain  parts 
J af  the  U.S.A.  indicated  that  one- third  had  at  some  time  tried  cannabis, 
m 

s!  Cannabis  and  Other  Drugs 

Broadly  speaking,  there  has  been  a tendency  to  use  cannabis  as  the  princi- 
pal intoxicant  in  some  regions  (e.g.,  India,  Pakistan,  North  Africa)  and 
Co  alcohol  in  others  (e.g.,  North  America,  Europe).  In  many  countries  the 
A,  :urrent  trend  appears  to  be  towards  using  both  alcohol  and  cannabis.  A 
a large  proportion  of  cannabis  users  also  take  psychoactive  dependence- 
's] producing  drugs  of  the  amphetamine,  barbiturate,  hallucinogen,  and 
\ morphine  types,  and  this  greatly  complicates  the  task  of  attributing  drug 
effects  to  a single  substance. 


| The  assertion  is  commonly  made  that  the  use  of  cannabis  leads  to  the  use 
mi  of  other  drugs.  Supporters  of  this  “stepping-stone”  theory  hold  that 
J adolescents  begin  with  marihuana  and  later  proceed  to  other  drugs,  often 
an  including  heroin,  although  most  observers  agree  that  cannabis  has  no 
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pharmacological  action  disposing  users  to  resort  to 
other  drugs.  In  some  countries  most  heroin  users  have 
taken  cannabis  preparations  before  trying  heroin,  but 
the  great  majority  of  cannabis  users  never  proceed  to  the 
use  of  morphine-type  drugs.  However,  it  is  well  estab- 
lished that  marihuana  use  is  positively  correlated  with 
at  least  experimental  use  of  other  drugs.  In  some 


countries  the  probability  of  people  taking  strong  hallucinogens  such  as 
LSD  increases  greatly  with  a rise  in  their  use  of  marihuana.  The  longer 
cannabis  is  used,  moreover,  the  greater  is  the  probability  that  opium  will 
be  used  as  well. 


These  data  are,  of  course,  not  sufficient  to  establish  causal  relationship 
between  the  use  of  one  drug  and  another.  It  appears  likely  that  important  9 
sociocultural  and  personal  factors  contribute  to  any  progression  from 
cannabis  preparations  to  other  drugs.  For  example,  people  who  take 
marihuana  often  tend  to  limit  their  social  life  to  the  circle  of  drug-takers, 
especially  in  areas  where  drug-taking  is  not  socially  acceptable.  Thus  they 
have  more  opportunity  than  most  people  to  try  other  drugs.  It  is  also 
possible  that  certain  individuals  have  a greater  personal  need  than  others  | 
to  experience  the  effects  of  drugs,  and  that  chronic  intoxication  with  ! 
cannabis  contributes  to  a poor  orientation  to  reality,  especially  among  ^ 

Kvi 

!« 


adolescents. 


Chemical  Aspects 


nr 


The  chemical  constituents  of  the  cannabis  plant  include  a unique  group 
of  chemicals  called  cannabinoids.  The  five  most  important  cannabinoids, 
as  far  as  the  biological  potency  of  cannabis  is  concerned,  are:  ( — )-A9- 
frww-tetrahydrocannabinol  (A9-THC),  ( — )-  A^raws-tetrahydrocannabinol  ' 
(A8-THC),  AVratts-tetrahydrocannabinolic  acid  (THC-acid),  cannabinol 
(CBN),  and  cannabidiol  (CBD). 


The  first  two  are  psychoactive  when  taken  orally  or  by  smoking.  THC 
acid  is  not  active  when  taken  orally,  but  is  partly  converted  to  the  active 
A9  or  A8  when  smoked.  CBN  and  CBD  have  very  little  psychoactivity,  but 
are  present  in  fairly  large  amounts. 


A9-THC  produces  most  of  the  effects  of  cannabis  or  extracts  of  cannabis 
in  both  animals  and  man.  It  is  therefore  believed,  but  not  entirely  proved, 
that  this  constituent  accounts  for  most  of  the  pharmacological  activity  of 
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annabis.  The  A9-THC  content  of  cannabis  preparations  f 
i influenced  not  only  by  the  characteristics  of  the  plant 
nd  the  place  and  circumstances  of  its  growth,  but  also  by 
uch  factors  as  the  age  and  methods  of  storage  of  the 
arvested  materials.  All  active  substances  contained  in 
reparations  of  cannabis  deterioriate  with  time,  the  A9- 
'HC  being  converted  to  CBN.  Consequently,  the  A9- 
HC  content  of  the  different  types  of  cannabis  preparations  varies  widely. 
Nevertheless,  it  is  possible  to  establish  a rough  scale  of  relative  potency  for 
le  purpose  of  making  broad  comparisons  of  the  preparations  commonly 
sed.  Thus,  marihuana  (kif,  bhang,  etc.),  ganja  and  hashish  (charas)  may  be 
ssumed  to  average  respectively  about  1 % , 3 % , and  5%  by  weight  of  A9-THC. 

\ citterns  of  Use.  The  most  common  method  of  taking  cannabis  is  by 
moking,  but  it  may  also  be  ingested  as  a food  or  beverage.  India  is  the 
nly  country  in  which  a significant  amount  is  taken  orally,  in  the  form  of  a 
everage  made  from  bhang.  The  stronger  preparations,  such  as  ganja  and 
ashish,  are  normally  smoked  in  a pipe,  which  is  sometimes  so  constructed 
hat  the  smoke  is  first  passed  through  water.  The  crude  forms,  which  are 
ss  potent,  may  be  smoked  in  either  pipes  or  cigarettes. 

^ meaningful  evaluation  of  the  consequences  of  cannabis  use  for  the  in- 
lividual  and  society  must  take  into  account  the  manner,  frequency, 
mount,  and  duration  of  use  and  the  relative  numbers  of  persons  con- 
orming  to  various  usage  patterns.  Studies  in  the  U.S.A.  indicate  that 
»ccasional  users  far  outnumber  those  who  use  cannabis  almost  daily, 
/hereas  reports  from  India,  Pakistan,  and  North  Africa  are  frequently 
oncerned  only  with  regular  users.  In  India,  use  of  1-2  g of  ganja  per  day 
about  30-60  mg  of  A9-THC)  is  considered  moderate.  In  a number  of 
tudies  in  India  and  North  Africa,  average  daily  doses  ranged  from  13  to 
6 mg  a9-THC,  while  maximum  daily  doses  varied  from  200  to  700  mg. 
Tese  figures  for  areas  where  cannabis  has  traditionally  been  the  principal 
ntoxicant  contrast  sharply  with  the  one  or  two  marihuana  cigarettes 
5-10  mg  of  a9-THC)  typically  used  by  young  people  in  North  America  and 
ome  other  areas. 

Tie  duration  of  cannabis  use  is  important.  Many  authors  imply  that 
>nce  the  use  of  cannabis  is  well  established  it  is  likely  to  continue  on  a 
laily  basis  for  many  years  and  is  not  infrequently  a lifelong  practice, 
lowever,  there  is  some  indication  that,  in  India  and  North  Africa,  the 
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period  of  time  over  which  cannabis  is  used  by  indivi- 
duals may  have  been  exaggerated. 


Why  People  Use  Cannabis 

There  is  a remarkable  variety  of  reasons  for  using  can- 
nabis.  Association  with  other  users,  curiosity  as  to  the  ^rP 
effects,  and  a desire  for  relief  from  tension  or  for  a 


pleasurable  feeling  are  widely  cited  as  reasons  for  starting  to  use  the  drug. 
Many  people  say  they  started  using  cannabis  in  an  attempt  to  substitute  it  |re 
for  alcohol,  opium,  cocaine,  or  other  drugs.  In  India  especially,  religious ; 
and  traditional  medical  practices  play  a role  in  initiation. 


Ansi 


One  of  the  more  frequently  stated  reasons  for  continuing' to  use  cannabis*^ 
moderately  is  the  sense  of  well-being  and  relief  from  tension  experienced.  P 
It  is  used  less  frequently  in  an  attempt  to  enhance  sexual  satisfaction,  and  ® 
to  increase  the  enjoyment  of  music  and  food.  It  is  also  reportedly  taken  11 
to  alleviate  hunger,  or  to  give  relief  from  boredom,  frustration,  and  de-lM 
pression.  In  Europe  and  North  America,  users  sometimes  cite  enhanced^® 
performance  in  creative  efforts  as  a reason  for  using  cannabis.  In  India,; 
cannabis  has  long  been  used  by  priests  and  other  religious  figures  as  an  aid  ^ 
to  meditation  and  to  the  attainment  of  mystical  states.  Wandering  religiously 
mendicants  sometimes  remain  in  a state  of  chronic  cannabis  intoxication, |p 


which  is  interpreted  by  their  followers  as  a religious  trance.  The  religious 
use  of  cannabis  has  also  been  noted  among  certain  groups  in  central  and 
southern  Africa,  Brazil,  Jamaica,  and  Mexico.  There  are  a few  references 
to  the  use  of  cannabis  in  Africa  to  provide  courage  for  battles  and  sexual' 
conquests,  but  on  the  whole  this  practice  seems  quite  rare. 


Social  reasons  are  very  important.  Cannabis,  more  than  any  other  intoxi-l 
cant,  is  used  throughout  the  world  in  small  social  settings,  so  that  the  b 
desire  to  achieve  a sense  of  belonging  to  an  intimate  group  is  undoubted^  mi 
a significant  factor  both  in  beginning  and  in  continuing  to  use  it.  The 
social  intimacy  may  be  intensified  by  the  precautions  required  to  avoic 
legal  sanctions. 


titrei 

life 


Characteristics  of  Cannabis  Users.  Despite  wide  differences  in  socio 
cultural  setting  and  extent  of  use,  cannabis  users  tend  to  share  certair  fk 
characteristics.  First  of  all,  cannabis  use  is  related  to  age,  and  is  general!; 
most  popular  among  adolescents  and  young  adults.  Use  is  also  closel; 
related  to  sex:  except  in  Europe  and  North  America  females  hardly  us<i 
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lii  annabis  at  all,  and  even  in  these  areas  the  extent  of  use 
low  compared  with  that  of  men. 

1 areas  of  traditional  cannabis  use,  the  practice  has 
a j ;nded  to  be  confined  to  the  lower  socio-economic 
t|j  ,roups  and  is  at  present  looked  upon  with  disfavor 
i[  i almost  all  countries  of  the  world.  Its  generally  illegal 
J ;atus  contributes  to  this  attitude,  although  disapproval  has  usually 
te;  (receded  rather  than  followed  the  imposition  of  legal  controls. 


0! 


idividuals  who  appear  to  enjoy  the  effects  of  cannabis  tend  to  prefer  an 
nstructured  and  spontaneous  style  of  life,  are  relatively  prone  to  take 
J sks,  value  states  of  altered  consciousness,  and  tend  to  seek  such  effects 
i joth  through  drugs  and  through  other  methods.  Thus  cannabis  users  are 
ai  lost  frequently  young,  male,  unmarried,  and  exhibit  some  instability 
|ji  dth  regard  to  residence,  work,  school,  and  goals.  Individuals  who  have  no 
iste  for  the  cannabis  experience  per  se , are  most  apt  to  show  a preference 
or  a controlled,  structured,  rational,  and  secure  approach  to  life. 

Excessive  use  of  cannabis  is  associated  with  personality  inadequacies, 
'ersons  who  exhibit  emotional  immaturity,  low  frustration  tolerance,  and 
failure  to  assume  responsibility  tend  to  be  over-represented  in  samples  of 
eavy  cannabis  users. 


Sociocultural  Factors.  Friendship,  peer  group  approval  and  pressures,  and 
ocal  customs  are  often  associated  with  the  moderate  use  of  cannabis. 
Another  factor  associated  with  regular  and  particularly  with  heavy  use  is 
apid  sociocultural  change,  as  is  found  in  situations  involving  industriali- 
ation,  urbanization,  social  conflict,  and  transition  between  war  and  peace, 
n such  circumstances,  the  individual’s  system  of  values  may  be  changing, 
nd  the  usual  cultural  restraints  placed  upon  his  overt  behavior  may  be 
emoved  as  a result  of  separation  from  family  and  friends  and  affiliation 
vith  new  peer  groups.  In  countries  with  a long  history  of  cannabis  use, 
xtremely  poor  rural  workers  are  often  able  to  fit  moderate  use  of  can- 
labis  into  their  routine  of  living,  with  little  tendency  to  increase  the 
requency  or  amount;  when  they  migrate  to  city  slums,  however,  their  use 
if  the  drug  often  increases  and  becomes  undisciplined. 

Po  sum  up,  the  epidemiology  of  cannabis  use  involves  three  factors:  (a) 
he  personal  characteristics  of  the  actual  or  potential  user,  (b)  the  socio- 
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cultural  pressures  on  him,  and  (c)  the  pharmacological 
properties  of  various  cannabis  preparations.  The  extent 
to  which  use  of  the  drug  satisfies  conscious  or  subcon- 


scious needs  will  help  to 
the  behavior  is  sustained. 


determine  whether  or  not 


Effects  on  Man 


Cannabis  preparations  and  A9-THC  are  about  three  times  as  potent  when  ‘^e 
smoked  as  when  ingested.  To  obtain  the  maximum  effect  from  these  011 
materials,  the  smoker  must  use  a technique  that  is  somewhat  different  from  ei 
that  of  smoking  tobacco  cigarettes  and  must  be  learned  by  practice.  When  jSl 
this  technique  is  used,  it  is  believed  that  roughly  50%  of  the  A9-THC|m[ 
content  of  a marihuana  cigarette  is  absorbed  by  the  lungs.  The  subjective  ^ 
effect  begins  very  rapidly,  and  an  experienced  smoker  can  perceive  sub-  ^ 
jective  effects  within  a minute.  The  peak  effects  are  probably  reached  2 
within  20-30  minutes  after  smoking.  The  duration  varies  with  the  dose,  but  ‘or 
the  effects  of  a single  administration  are  usually  dissipated  three  or  four :r- 
hours  after  smoking  or  about  eight  hours  after  oral  ingestion. 


Immediate  Effects.  The  symptoms  experienced  after  taking  cannabis  pre- 


parations depend  primarily  on  the  dose,  although  they  are  also  influenced  “or 


■i- 


by  the  setting  and  by  the  expectations  and  personality  of  the  user.  Ir 
experiments  with  one  sample  of  A9-THC,  threshold  doses  of  50  /xg/kg  b;  m 
smoking,  or  120  /xg/kg  orally,  resulted  chiefly  in  mild  euphoria.  With  dose: 
of  100  /xg/kg  by  smoking,  or  240  /xg/kg  orally,  some  perceptual  and  sensor; 
changes  also  occurred.  Doses  of  200  /xg/kg  by  smoking,  or  300-480  /xg/kj1 
orally,  resulted  in  marked  distortion  of  sensory  perception,  depersonali 
zation,  and  both  optical  and  auditory  hallucinations.  The  quantifiable 
physiological  changes  are  few.  They  consist  of  injection  of  the  conjunctivae 
a decrease  in  muscular  strength  as  measured  with  a finger  ergograph,  an< 
an  increase  in  pulse  rate.  Various  doses  of  cannabis  preparations  produc 
some  impairment  of  body  and  hand  steadiness,  which  persists  as  long  a 
the  effects  of  the  drug.  However,  gross  ataxia  does  not  generally  result 
even  at  “high”  doses.  Speed  of  tapping  and  simple  reaction  time  ar 
only  slightly  impaired,  but  a 20%  decrease  in  complex  reaction  time  ha  lj 
been  measured  for  an  oral  dose  estimated  at  75  mg  of  a9-THC.  One  pre 
liminary  study  has  shown  the  smoking  of  two  marihuana  cigarettes  t 
have  little  effect  on  the  complex  task  of  operating  a driving  simulator 
although  the  subjects  reported  achieving  a “social  high.”  However,  ther 
is  some  uncertainty  about  the  potency  of  the  preparation  used  in  thi 
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tudy.  In  general,  the  degree  of  impairment  of  psycho- 
notor  performance  is  larger  for  inexperienced  subjects, 
or  large  doses,  and  for  complex  tasks. 

^mong  the  more  frequently  reported  effects  of  cannabis 
ire  sensory  and  perceptual  distortion,  particularly  of 
he  sense  of  time.  Usually,  time  is  perceived  as  being 
onger  than  clock  time.  Cannabis  users  often  report  increased  auditory 
.ensitivity  and  enhanced  appreciation  of  music.  Tests  have  shown  pitch 
liscrimination  and  other  measures  of  musical  aptitude  to  be  unchanged  or 
mpaired  following  the  administration  of  cannabis  to  non-musicians, 
ilthough  some  studies  have  suggested  an  improvement  in  auditory  acuity. 
Some  people  have  reported  a subjective  impression  of  enhanced  touch, 
aste,  and  smell  while  using  cannabis.  However,  measurements  of  threshold 
or  touch,  vibration,  two-point  discrimination,  olfactory  acuity,  and  visual 
^rightness  have  shown  no  change. 


3f  course,  these  discrepancies  between  subjective  feelings  and  objective 
neasurements  do  not  disprove  the  existence  of  the  former,  or  their  reality 
'or  the  person  experiencing  the  sensation.  At  the  subjective  level,  cannabis 
Dften  enhances  touch  and  other  senses,  prolongs  the  perception  of  time, 
md  sometimes  imparts  novelty  to  familiar  objects  and  activities.  All  these 
actors  may  increase  the  sense  of  gratification  experienced,  whether  or  not 
enhancement  of  sensation  or  of  performance  can  be  verified  by  objective 
measurements. 


aU  Consistent  reports  of  interference  by  cannabis  with  short-term  and  im- 
va  mediate  memory  functions  have  focused  experimental  investigation  on 
at  this  and  other  cognitive  areas.  The  ability  to  recall  objects  and  reproduce 
ju  designs  after  brief  exposure  has  been  found  to  be  slightly  to  moderately 
g impaired.  The  performance  of  more  complex  arithmetical  tasks  showed 
much  greater  impairment  and  is  clearly  dose-dependent. 


^ Oral  doses  of  cannabis  estimated  at  20  mg  of  A9-THC  given  to  inex- 
p,  perienced  subjects  severely  impeded  a learning  task  that  required  the 
,sj  subject  to  discover  and  remember  several  associations  by  trial  and  error. 
at0  ,It  also  significantly  impaired  reading  comprehension.  In  experienced 
.(A  users  the  smoking  of  cannabis  (estimated  at  1 8 mg  of  A9-THC)  caused  a 
tl  pronounced  decrease  in  the  coherence,  clarity,  and  time  orientation  of 
speech  and  an  increase  in  free  association  and  dream-like  imagery.  The 
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impairment  in  performance  of  these  more  complex 
tasks  appears  to  arise  from  difficulty  in  maintaining 
a logical  train  of  thought. 

In  conclusion,  cannabis  significantly  impairs  cognitive 
functions,  the  impairment  increasing  with  the  size  of 
the  dose,  the  complexity  of  the  task,  or  both. 

Acute  Psychotoxic  Reactions.  At  high  dose  levels  a state  of  acute  intoxi- 
cation is  usually  seen,  the  major  manifestations  of  which  often  include 
paranoid  ideas,  illusions,  hallucinations,  depersonalization,  delusions, 
confusion,  restlessness,  and  excitement.  The  syndrome  may  resemble  an 
acute  psychotic  episode.  In  occasional  instances,  there  may  be  additional 
features  of  a toxic  psychosis,  such  as  delirium,  disorientation,  and  marked 
clouding  of  consciousness.  In  most  cases  these  acute  effects  are  temporary 
and  disappear  within  a few  hours,  although  in  some  instances  they  may 
persist  for  1-3  days  and  occasionally  up  to  7 days.  Syndromes  resembling 
acute  intoxication  have  been  reported  following  relatively  small  doses  of 
cannabis,  e.g.,  after  smoking  one  cigarette,  especially  among  inexperienced 
users. 

' 

Another  type  of  acute  psychotoxic  reaction  to  cannabis  is  seen  in  some 
persons,  who  appear  to  be  overwhelmed  by  anxiety,  fear,  and  panic.  There 
is  usually  very  little  or  no  evidence  of  disorientation,  delusions,  illusions, 
or  hallucinations.  The  syndrome  may  last  for  a few  hours  to  a few  days 
and  may  occur  not  only  after  large  doses  but  also  after  relatively  small  ones 
(e.g.,  the  equivalent  of  one  or  two  marihuana  cigarettes). 

Delayed  Phenomena.  In  addition  to  these  immediate  effects  of  cannabis, 
other  phenomena  have  been  described  as  being  associated  with  repeated  or 
long-term  cannabis  use  and  occur  between,  as  well  as  during,  periods  of 
intoxication.  In  general,  however,  the  degree  and  nature  of  any  relation- 
ships that  may  exist  between  these  “delayed  phenomena”  and  the  pro- 
longed or  intensive  use  of  cannabis  have  not  been  established. 

Many  predominantly  physical  effects  have  been  attributed  to  the  use  | 
of  cannabis,  but  few  can  consistently  be  related  to  it.  There  is  general 
agreement  that  persistent  physical  effects  of  a significant  nature  are 
uncommon  following  even  prolonged  use  of  bhang,  if  ingested  in  moderate 
quantities.  It  is  questionable  whether  weight  loss,  emaciation,  anaemia,  i 
constipation,  and  other  symptoms  reported  to  be  associated  with  cannabis  j 
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smoking  in  India  are  due  to  the  drug  or  to  poverty, 
poor  nutritional  status,  and  intercurrent  infections. 

Studies  in  the  West  have,  by  and  large,  failed  to  show 
any  significant  physical  deterioration  after  an  average 
of  7-8  years  of  marihuana  use. 

Reports  from  India  have  stressed  the  occurrence  of  eye 
changes  following  long-term  use  of  charas  and  ganja.  The  conjunctival 
injection  seen  during  acute  intoxication  persists  even  when  the  drug  is 
not  being  used.  Preliminary  reports  of  in  vitro  studies  do  not  indicate 
any  cannabis-related  increases  in  chromosomal  abnormalities  in  rats  or 
man.  No  teratogenic  effects  of  cannabis  have  been  observed  in  man, 
although  they  have  been  found  in  rats,  hamsters,  and  rabbits  when  high 
doses  of  cannabis  extracts  were  administered. 

Various  psychiatric  conditions  purportedly  related  to  or  associated  with 
the  use  of  cannabis  have  been  described,  covering  a wide  range  of  disorders 
and  situations.  There  is  a group  of  psychotic  reactions,  generally  associated 
with  “heavy”  cannabis  use,  that  last  from  one  to  six  weeks  and  present 
quite  varied  symptoms,  often  including  schizophrenic,  manic,  or  acute 
organic  features.  However,  there  is  only  limited,  presumptive  evidence  for 
the  existence  of  a specific  cannabis  psychosis  of  this  type,  although  the 
evidence  is  sufficient  to  warrant  the  initiation  of  carefully  controlled 
investigations. 

The  literature  often  mentions  a characteristic  personality  deterioration 
among  older  habitual  users  after  prolonged  “excessive”  use.  Such  in- 
dividuals show  a simple-minded,  carefree  state  and  are  sometimes  des- 
cribed as  “kif-happy.”  However,  no  systematic  scientific  study  has  been 
made  to  assess  their  previous  personalities,  the  social  factors  involved,  and 
the  occurrence  of  such  a syndrome  among  non-users  of  cannabis. 

There  is  evidence  that,  under  certain  conditions,  the  regular  use  of  can- 
nabis for  several  years  is  associated  with  measurable  deficits  in  a number 
of  psychomotor  and  cognitive  functions.  In  a study  of  850  hashish  users 
and  839  non-users  drawn  from  a population  of  prisoners  in  Egypt, 
differences  between  users  and  controls  were  detected  in  a number  of 
standardized  objective  tests  to  assess  speed  and  accuracy  of  psychomotor 
performance,  initial  reaction  time,  memory  for  digits,  and  memory  for 
designs.  It  must  be  stressed  that  the  association  between  cannabis  use 
and  the  reported  deficits  does  not  necessarily  indicate  a causal  relation- 
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ship.  The  differences  might  pre-exist  or  be  related,  for 
example,  to  changes  in  life  style  occasioned  by  regular 
participation  in  socially  unacceptable  and  unlawful 
activities. 


A number  of  authors  claim  a fairly  consistent  association 
between  “heavy”  use  of  cannabis  and  what  is  some- 
times called  the  “amotivational  syndrome.”  This  has  been  especially 


emphasized  in  connection  with  young  people  in  Western  countries. 
Among  the  main  characteristics  usually  cited  are  apathy,  emphasis 
on  the  present  rather  than  the  future,  preference  for  fantasy  rather 
than  rationality,  child-like  thinking,  and  preference  for  a loosely  structured 
type  of  life.  It  has  been  suggested  that  the  clinical  picture  resembles 
that  of  patients  with  an  organic  brain  syndrome.  However,  the  evidence 
might  equally  suggest  an  acquired  pattern  of  behavior  in  which  cannabis 
acts  as  a catalyst.  Among  impressionable  adolescents,  cannabis-induced 
suggestibility  may  facilitate  the  rapid  adoption  of  new  values  and  be- 
havior patterns,  especially  when  the  drug  is  taken  in  a socially-alienated 
subculture  that  strongly  advocates  such  changes. 


It  is  possible  that  some  long-term  behavioral  effects  attributed  to  cannabis  i ^ 
use  are  due  largely  or  in  part  to  the  sociocultural  context  in  which  the  drug 
is  taken.  For  example,  in  a society  where  cannabis  use  is  illegal  and  j 
generally  disapproved  of,  the  user  is  ipso  facto  engaged  in  non-conforming  . , 
behavior.  This  in  itself  may  close  various  avenues  of  social  adjustment  to 


him,  and  lead  to  the  adoption  of  a different  style  of  life  involving  a number 
of  characteristic  behavior  patterns  developed  independently  of  drug  use. 
Some  of  these  patterns  may  be  viewed  as  deviant  by  a majority  of  the 
society,  but  one  would  not  be  justified  in  attributing  them  to  the  pharma- 
cological action  of  the  drug. 


ili 


Cannabis  and  Crime.  It  is  sometimes  claimed  that  loss  of  control  during 
cannabis  intoxication  may  result  in  violence  or  other  forms  of  impulsive 
behavior.  The  evidence  in  support  of  this  argument  is  largely  anecdotal, 
although  it  appears  that  violent  and  impulsive  behavior  is  not  infrequent 
among  persons  with  relatively  acute  psychotic  reactions  to  cannabis.  At 
the  same  time  it  must  be  remembered  that  such  acute  reactions  are  not; 
common;  since  disruptive  behavior  is  likely  to  draw  attention  to  them 
individuals  exhibiting  such  behavior  are  likely  to  be  over-represented  in 
hospital  samples. 
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Several  investigators  have  sought  to  establish  the 
)verall  prevalence  of  detected  crime  among  users. 

Their  studies  show  a correlation  of  cannabis  use  with 
:rime,  but  do  not  establish  causal  relationships.  They 
how  an  association  between  cannabis  use  and  minor 
isocial  or  antisocial  behavior,  but  not  between  cannabis 
lse  and  major  crime.  Those  studies  that  begin  with 
i sample  of  persons  arrested  for  using  cannabis  generally  show  a much 
ligher  correlation  with  subsequent  delinquent  behavior  than  do  studies 
hat  begin  with  a more  representative  sample  of  cannabis  users.  Even 
tmong  persons  who  have  never  used  cannabis,  for  that  matter,  a positive 
correlation  exists  between  arrest  and  subsequent  delinquent  behavior. 

>ome  military  studies  have  shown  that  marihuana  users  exhibit  poor 
idjustment  to  military  life,  but  little  aggressive  criminality.  Two  studies  of 
Brazilian  prisoners  similarly  concluded  that  cannabis  played  a minimal 
ole  in  crimes  of  violence.  In  the  U.S.A.,  a recent  study  of  juvenile  drug 
lsers,  mostly  from  lower-class  minority  groups,  found  that  marihuana 
jsers  were  less  likely  to  show  aggressive  behavior  than  were  the  group 
who  preferred  alcohol.  Moreover,  they  found  that  a shift  from  alcohol  to 
narihuana  was  likely  to  be  accompanied  by  a tendency  towards  less 
lelinquent  behavior. 

Tolerance  and  Dependence . Tolerance  is  “an  adaptive  state  characterized  by 
diminished  response  to  the  same  quantity  of  a drug.’’3  Some  evidence  of 
colerance  in  “heavy”  cannabis  users  has  been  reported.  In  an  experimental 
study  in  which  subjects  smoked  marihuana  ad  libitum  for  39  days,  the 
lumber  of  cigarettes  taken  daily  slowly  increased  throughout  the  period, 
while  the  characteristic  euphoric  reaction  and  the  increase  in  pulse  rate 
disappeared  after  the  first  few  days.  Some  ganja  and  charas  smokers  in 
India  consume  daily  amounts  estimated  to  contain  an  average  of  720  mg 
if  A9-THC.  It  seems  doubtful  whether  such  large  doses  could  be  con- 
sumed unless  some  degree  of  tolerance  had  developed. 

Physical  dependence  has  been  described  as  “an  adaptive  state  that  mani- 
fests itself  by  intense  physical  disturbances  when  the  administration  of  the 
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!Eddy,  N.,  Halbach,  H.,  Isbell,  H.,  and  Seevers,  M.  (1965)  Drug  dependence:  its  signi- 
ficance and  characteristics,  Bull.  Wld.  Hlth , Org.,  32,  721-733. 
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drug  is  suspended.”3  There  is  no  evidence  that  the  with- 
drawal of  cannabis,  even  from  an  extremely  heavy 
user,  produces  an  abstinence  syndrome  that  begins  to 
approach  in  severity  those  produced  by  drugs  of  the 
alcohol,  barbiturate,  and  morphine  types.  However, 
reports  have  been  made  of  some  possible  abstinence 
phenomena,  including  mild  to  moderate  anxiety,  depres- 
sion, weakness,  sleep  disturbances,  sweating,  and  fine  tremors. 
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Psychic  dependence  has  been  described  as  a condition  in  which  a drug 
produces  “a  feeling  of  satisfaction  and  a psychic  drive  that  require  periodic 
or  continuous  administration  of  the  drug  to  produce  pleasure  or  to  avoid 
discomfort.”3  The  Scientific  Group  was  of  the  opinion  that  many  regular 
(almost  daily)  users  of  cannabis  exhibit  psychic  dependence,  as  do  some 
less  frequent  but  relatively  “heavy”  users,  but  the  great  majority  of  people 
who  use  it  a few  times  on  an  experimental  basis,  or  casually  on  a few 
festive  occasions  a year,  could  not  be  said  to  exhibit  psychic  or  any  other 
dependence  on  cannabis. 
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Research  Needs 

There  is  a substantial  fund  of  knowledge  about  (a)  the  properties  of  the 
cannabis  plant  and  the  various  psychoactive  preparations  derived  from  it, 
(b)  the  general  manner  in  which  those  preparations  are  used  in  different 
parts  of  the  world,  (c)  some  of  the  individual  and  sociocultural  factors 
associated  with  their  use,  and  (d)  the  dose-related  immediate  effects  on 
man  of  taking  cannabis  and  A9-THC.  There  are,  nevertheless,  a number  of 
important  questions  to  be  answered  with  regard  to  these  areas.  It  is  evident ) 
also  that  there  are  at  present  many  more  questions  than  answers  concerning 
the  effects  on  man  of  prolonged  cannabis  use. 

In  the  past  few  years,  there  has  been  a major  expansion  of  research  on  the 
psychoactive  constituents  of  cannabis,  their  pharmacological  and  toxicolo- 
gical effects,  and  their  mode  of  action.  The  information  obtained  makes  it 
increasingly  important  to  intensify  current  research  on  (a)  major  epide- 
miological problems  in  widely  varying  sociocultural  settings,  and  (b)  the 
effects  on  man  of  using  various  cannabis  preparations  in  differing  amounts 
for  specified,  particularly  prolonged,  periods  of  time.  These  studies  can  be 
carried  out  only  in  relation  to  human  subjects  who  are  taking  cannabis 
or  who  have  taken  it  for  some  time,  and  laws  and  regulations  governing 
the  control  of  cannabis  should  make  allowance  for  the  legitimate  needs, 
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}f  such  research.  Where  they  do  not  already  exist,  provisions  should  be 
considered  that  would  permit  the  possession  of  necessary  research  materials 
ay  accredited  investigators  and  the  conduct  of  epidemiological  research 
e.g.,  surveys  of  patterns  of  use)  without  legal  hazard  to  either  the  investi- 
gator or  the  user. 
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It  is  also  important  to  foster  the  development  of  research  programs  that  are 
sufficiently  similar  in  approach  and  methods  to  permit  informative  com- 
parisons and  cross-cultural  analyses  of  studies  carried  out  in  different  areas. 
In  view  of  the  great  variability  in  the  degree  of  psychoactivity  produced  by 
different  cannabis  plants  and  preparations,  steps  need  to  be  taken  to  ensure 
:hat  standard  materials  of  known  chemical  content  are  available  for 
experimental  studies.  Agreed  chemical  and  biological  criteria  of  potency 
and  standard  techniques  for  handling  and  analysing  samples  are  also  re- 
quired. 


It 
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DRUGS  AND  SOCIETY: 

WHAT  CAI 
A PUBLIC 
INQUIRY  DO? 


BY  GERALD  LE  DAIN 


During  the  time  I have  been  involved  in  the  work  of  the  Commission  of 
Inquiry  into  the  Non-Medical  Use  of  Drugs,  I have  had  many  oc- 
casions on  which  to  ponder,  from  a variety  of  perspectives,  the 
fundamental  purposes  and  proper  functions  of  a commission  of  this 
kind.  What  is  a commission  of  inquiry’s  proper  relation  to  the  govern- 


Extracts  from  a speech  delivered  to  The  Empire  Club  of  Canada  in  Toronto  on 
March  16,  1972.  Abridged  and  edited  for  Addictions  by  Lois  Adair. 

Gerald  Le  Dain,  Q.C.,  is  Dean  of  Osgoode  Hall  Law  School,  York  University,  and 
Chairman  of  the  Commission  of  Inquiry  into  the  Non-Medical  Use  of  Drugs. 
Mrs.  Adair  is  a former  editor  of  Addictions  who  is  now  a free-lance  writer  and  editor. 
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ment  and  to  the  public?  Just  how  can  such  a commission  be  of  value  to  the 
government  and  to  the  public?  To  what  extent  can  the  commission  be 
useful  in  promoting  public  participation  in  the  process  of  seeking  solutions 
to  complex  social  problems? 
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Commissions  of  inquiry  vary  so  much  that  it  is  difficult  to  deal  with  such  j PK 
topics  in  a general  way.  Since  my  views  inevitably  have  developed  mainly  | vei 
out  of  my  experience  with  our  Commission,  I shall  illustrate  what  I have  to  ! s 
say  with  references  to  its  work.  inc 


Independence  and  Responsibility 

The  essence  of  a public  inquiry  is  that  it  offers  an  opportunity  for  in- 
dependent investigation  and  report  upon  a matter  of  public  concern.  A 
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Members  of  the  Commission  and  reporters 
on  a ferry  to  Prince  Edward  Island 
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commission  appointed  under  Part  I of  the  Federal  Inquiries  Act  is  an  in- 
dependent body  on  an  equal  footing  with  other  institutions  of  government. 
The  government,  of  course,  can  always  put  an  end  to  it.  But  such  a com- 
mission is  independent  in  the  sense  that  it  is  not  subject  to  anyone’s 
direction  or  supervision  and  need  not  be  subject  to  political  influence  or 
pressure.  Naturally,  the  degree  to  which  this  last  is  the  case  will  depend 
very  much  upon  the  personalities  of  the  members  of  the  commission.  I 
should  say  that  the  government  has  shown  scrupulous  respect  for  our 
independence. 


Although  it  is  independent  in  the  ways  I have  mentioned,  a commission  of 
inquiry  must  nevertheless  develop  some  sense  of  its  ultimate  responsibility. 
The  order  in  council  appointing  such  a body  requires  it  to  report  to  the 


government  or  to  a designated  minister.  Ultimately,  however,  I believe 
that  a commission  of  inquiry  is  accountable  to  the  public.  Its  function  is  to 
conduct  a more  detailed  examination  of  a matter  of  public  concern  than  is 
possible  through  the  parliamentary  process,  and  to  inform  the  public  of  the 
results  through  its  report  to  the  government. 

In  instituting  a public  inquiry,  a government  may  surrender  some  of  its 
policy  initiative,  in  particular,  its  initiative  to  identify  the  issues  and  to 
create  public  expectations  and  shape  public  opinion  as  to  what  is  a reason- 
able legislative  approach.  It  may  also  lose  some  of  its  control  over  timing. 
Why  should  it  do  this? 

The  reasons  for  establishing  a public  inquiry  on  an  issue  of  legislative 
policy  will  vary  but  generally  I believe  it  is  for  the  purpose  of  developing 
public  awareness  and  understanding  of  a complex  problem  and  allowing 
time  for  the  development  and  identification  of  public  attitudes. 

Functions  of  a Commission 

I think  it  can  be  said  that  the  function  of  any  governmental  commission 
of  inquiry  will  be  threefold:  (1)  to  identify  the  issues,  (2)  to  ascertain  the 
facts,  and  (3)  to  come  to  conclusions  as  to  what  government  policy  on  the 
matter  in  question  ought  to  be. 

In  many  ways,  the  most  important  task  of  the  Commission  of  Inquiry  into 
the  Non-Medical  Use  of  Drugs  has  been  to  try  to  identify  the  issues  and  | 
place  them  in  their  proper  relationship  and  perspective.  For  it  is  this  which  | 
creates  the  essential  framework  for  research,  analysis,  and  debate.  Al- 
though the  Commission  is  certainly  part  of  a political  process,  it  is  also  part  i 
of  a social  process.  It  has  certain  things  to  say  to  government;  but  it  also 
has  an  effect  on  perceptions,  attitudes,  and  behavior.  Its  general  way  of 
looking  at  things  is  as  important  as  its  specific  recommendations. 

It  is,  after  all,  the  general  approach  taken  by  a society  toward  a social 
problem  which  determines  the  way  in  which  that  society  will  respond  to  that  | 
problem.  It  is  the  general  attitude  toward  the  problem  which  is  the  strong 
undertow  of  social  policy.  There  is  much  more  than  law  and  governmental  | 
action  involved  in  the  overall  social  response.  The  attitudes  and  responses  j 
of  individuals  in  the  various  situations  in  which  they  encounter  the  pro- 
blem can  have  a profound  effect  both  on  the  nature  of  the  problem — the 
direction  in  which  it  evolves  and  changes  over  a period  of  time — and  on 
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the  solutions  which  can  ultimately  be  offered  for  it. 

Action  and  Interaction 

Whether  it  wants  to  be  or  not,  an  inquiry  of  this  kind  becomes  a part  of  an 
ongoing  social  process  in  which  the  problem  itself  is  embedded.  There  is 
action  and  interaction.  As  a commissioner,  you  realize  that  you  are  having 
an  effect  upon  perceptions  and  attitudes — on  the  general  way  of  looking 
at  the  problem — and  on  behavior.  And  indeed,  you  come  to  feel  just  as 
much  concern,  if  not  more,  about  the  effect  of  your  work  on  people’s 
attitudes  and  behavior  as  you  do  about  your  specific  recommendations  to 
governments.  A new  way  of  looking  at  taxation  may  create  a demand  for, 
or  expectation  of,  reform.  Indeed,  it  may  increase  dissatisfaction  with 
the  existing  system.  But  it  is  not  going  to  change  the  way  people  pay  their 
taxes  under  existing  law.  A new  view  of  a particular  drug , however , may 
change  behavior , and  so  may  a new  view  of  the  way  in  which  individuals  and 
institutions  should  respond  in  situations  involving  drugs. 

It  is  thus  that  a Commission  can  have  an  influence  which  passes  beyond  the 
political  into  the  social  process.  While  the  inquiry  is  in  progress,  the 
phenomenon  being  studied  is  changing  very  rapidly.  And  because  it  will  not 


Commissioners  James  Moore , Heinz  Lehmann , Ian  Campbell , 
and  Chairman  Le  Dain  in  downtown  Toronto 
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stand  still,  it  is  all  the  more  difficult  to  measure.  It  is  the  need  to  keep 
monitoring  a changing  and  hence  elusive  social  phenomenon  that  makes 
the  task  of  the  Commission  so  complex. 

Involving  the  Public 

In  many  ways,  a public  inquiry  can  make  its  most  useful  contribution  in 
identifying  the  issues  and  the  essential  nature  of  the  decisions  to  be  made, 
and  in  establishing  the  framework  for  analysis.  This  is  a process  in  which 
the  public  can  become  involved,  and  this  was  what  led  us  to  conduct  our 
public  hearings.  Providing  a medium  through  which  the  public  can  con- 
tribute to  identification  and  discussion  of  the  issues  is  one  way  in  which  a 
public  inquiry  can  respond  significantly  to  the  need  for  some  extension  of 
the  regular  electoral  process  on  the  social  level. 

It  was  to  help  us  to  identify  the  issues,  to  develop  a feel  for  the  range  of 
attitudes  that  exist,  and  above  all  to  develop  a sense  of  social  feasibility — 
of  what  the  society  was  capable  of  doing  about  the  problem — that  we  set 
out  on  our  public  hearings.  We  conducted  46  days  of  hearings  in  27  cities. 
We  visited  23  universities.  And  we  are  estimated  to  have  travelled  50,000 
miles. 
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Some  people  have  wondered  what  we  expected  to  receive  from  these  hear- 
I ings.  We  did  not  expect  to  ascertain  the  weight  of  opinion  in  Canada;  but 
we  did  expect  to  hear,  and  we  believe  we  heard,  the  range  of  opinion  in 
Canada.  We  had  the  stimulation  of  direct  contact  with  the  kinds  of  people 
most  deeply  involved  with  the  problem.  Those  hearings  made  a deep 
impression  on  us.  They  brought  home  to  us,  in  a way  that  no  amount  of 
; library  study  could  do,  the  seriousness  of  the  matters  we  were  investigating. 

! People  poured  out  their  deepest  feelings. 

; We  tried  to  maintain  as  much  freedom  as  possible  for  discussion  from  the 
| floor.  There  were  many  moving  occasions.  I particularly  recall  ones  in 
which  young  people  and  adults  on  the  floor  were  obviously  exchanging 
their  points  of  view  for  the  first  time,  appealing  to  one  another’s  under- 
standing. Many  times  there  was  evidence  of  a tremendous  effort  to  compre- 
hend and  to  seek  reconciliation.  One  of  the  things  we  discovered  in  those 
hearings  is  that  we  need  public  opportunities  for  the  exchange  of  views  on 
vital  issues.  The  hearings  provided  a public  occasion  for  people  to  say 
things  to  each  other  that  they  had  obviously  never  said  before. 

j 

, Of  course,  not  everyone  was  pleased  with  the  results.  Some  objected  very 
) strongly  to  the  way  we  did  things,  particularly  to  our  practice  of  inviting 
5 people  to  speak  from  the  floor  after  the  formal  submissions.  In  some  cases 
we  were  held  responsible  for  completely  unplanned  and  unforeseen  occur- 
rences. Some  institutions  were  subjected  to  strong  criticism,  and  some 
skeletons  rattled.  I have  a small  file  of  some  very  choice  letters  complaining 
about  these  episodes  and  attributing  them,  no  doubt  with  some  reason, 
to  the  informal  manner  in  which  we  conducted  our  hearings.  (As  you  can 
imagine,  the  language  in  some  of  the  letters  is  a good  deal  stronger  than 
that.) 

On  the  whole,  however,  I think  the  results  were  constructive.  People  in 
the  communities  we  visited  made  their  views  better  known  to  each  other. 
We  received  a lot  of  valuable  information  and  suggestions.  And  young 
people  were  heard  and  had  an  opportunity  to  examine  leading  citizens 
concerning  their  opinions.  We  discussed  everything,  down  to  the  most 
fundamental  values  of  life,  because  that  is  where  this  inquiry  has  taken  us. 
We  were  talking  about  what  it  means  to  be  a human  being  today.  People 
talked  freely  about  spiritual  matters.  The  hearings  also  gave  people  a 
chance  to  see  what  we  thought  the  issues  were — what  we  thought  it  was 
important  to  learn. 


The  first  round  of  hearings  contributed  to  the  perspective  of  our  Interim 
Report,  and  we  went  out  on  a second  round  to  obtain  reaction  to  it.  This 
concluded  what  may  be  called  the  first  phase  of  the  Commission’s  work. 
We  look  back  on  this  phase  now  with  some  nostalgia.  It  was  a time  when 
we  felt  in  close  contact  with  the  thinking  and  feelings  of  a great  many 
people. 

Facts  and  Fact  Finding 

The  second  function  of  a commission  of  inquiry — fact  finding — is  more 
difficult,  particularly  when  the  commission  must  deal  with  a complex 
social  problem  which  calls  for  multi-disciplinary  study.  In  many  ways, 
however,  it  can  be  a commission’s  most  important  function. 

Some  might  say  that  fact  finding  should  be  the  only  function  of  a commis- 
sion of  inquiry:  that  the  issues  should  be  identified  by  government,  the 
conclusions  left  to  the  political  process,  and  the  inquiry  asked  simply  to 
make  findings  of  fact  on  particular  issues.  They  might  add  that  no 
special  value  should  be  attached  to  the  opinions  of  five  or  more  people 
chosen  somewhat  at  random  for  reasons  that  are  not  always  clear. 


These  arguments  I cannot  accept  because  I believe  that  the  ability  to 
identify  the  issues  and  place  the  problem  in  general  perspective  and  the  ‘ 
requirement  to  express  conclusions  are  essential  parts  of  the  process  of  r 
exposing  to  public  view  the  nature  of  the  decisions  which  have  to  be  made. 

I think  it  is  important  to  do  this  because  the  decisions  ultimately  have  to 
be  made  by  the  public. 

In  the  end,  decisions  in  this  field  are  very  complex  moral  decisions,  based 
on  a number  of  imponderables  and  competing  values,  and  in  many  cases  ! | 
they  involve  a choice  of  the  lesser  of  evils.  There  are  few  easy  choices,  and 
the  decisions  are  not  of  a kind  that  can  be  passed  over  to  experts.  We  of 
the  Commission  trust  that  the  work  we  have  done  will  have  thrown  some  ! 
illumination  on  the  issues  concerning  which  citizens  themselves  must 
ultimately  decide. 
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Members  of  the  Commission  arrive  at 
Sherbrooke , Quebec 


THE  ART  OF 


3EING  A FAILURE 


<\SA 


THERAPIST 


by  Jay  Haley 

Vhat  has  been  lacking  in  the  field  of  therapy  is  a theory  of  failure.  Many 
linicians  have  merely  assumed  that  any  psychotherapist  could  fail  if  he 
vished.  Recent  studies  of  the  outcome  of  therapy,  however,  indicate  that 
pontaneous  improvement  of  patients  is  far  more  extensive  than  was 
)reviously  realized.  There  is  a consistent  finding  that  between  50-70%  of 
patients  on  waiting-list  control  groups  not  only  do  not  wish  treatment 
ifter  the  waiting-list  period  but  have  really  recovered  from  their  emo- 
ional  problems — despite  the  previous  theories  which  did  not  consider 
his  possible.  Assuming  that  these  findings  hold  up  in  further  studies,  a 
herapist  who  is  incompetent  and  does  no  more  than  sit  in  silence  and 


Mr.  Haley  is  Director  of  Family  Research,  Philadelphia  Child  Guidance  Clinic, 
Philadelphia,  Pennsylvania.  This  article  first  appeared  in  The  American  Journal  of 
Orthopsychiatry  39  (July  1969):  691-695.  It  is  also  published  in:  Jay  Haley,  The 
Power  Tactics  of  Jesus  Christ  and  Other  Essays  (New  York:  Grossman,  1970). 
Copyright  ©,  the  American  Orthopsychiatric  Association,  Inc.  Reproduced  by 
permission. 


“Insist  that  if  a presenting  problem  is  relieved,  something  worse 
will  develop.” 


scratch  himself  will  have  at  least  a 50%  success  rate  with  his  patients. 
How  then  can  a therapist  be  a failure? 

The  problem  is  not  a hopeless  one.  We  might  merely  accept  the  fact  that 
a therapist  will  succeed  with  half  his  patients  and  do  what  we  can  to 
provide  a theory  which  will  help  him  fail  consistently  with  the  other  half. 

However,  we  could  also  risk  being  more  adventurous.  Trends  in  the  field 
suggest  the  problem  can  be  approached  in  a deeper  way  by  devising 
procedures  for  keeping  those  patients  from  improving  who  would  ordinarily 
spontaneously  do  so.  Obviously,  merely  doing  nothing  will  not  achieve 
this  end.  We  must  create  a program  with  the  proper  ideological  framework 
and  provide  systematic  training  over  a period  of  years  if  we  expect  a 
therapist  to  fail  consistently. 

An  outline  will  be  offered  here  of  a series  of  steps  to  increase  the  chance 
of  failure  of  any  therapist.  This  presentation  is  not  meant  to  be  compre- 
hensive, but  it  includes  the  major  factors  which  experience  in  the  field  has 
shown  to  be  essential  and  which  can  be  put  into  practice  even  by  therapists 
who  are  not  specially  talented. 

1 . The  central  pathway  to  failure  is  based  upon  a nucleus  of  ideas  which, 
if  used  in  combination,  make  success  as  a failure  almost  inevitable. 

Step  A.  Insist  that  the  problem  which  brings  the  patient 
into  therapy  is  not  important.  Dismiss  it  as  merely  a 
“symptom”  and  shift  the  conversation  elsewhere.  In  this 
way  a therapist  never  learns  to  examine  what  is  really 
distressing  a patient. 

Step  B.  Refuse  to  directly  treat  the  presenting  problem. 

Offer  some  rationale,  such  as  the  idea  that  symptoms  have 
“roots,”  to  avoid  treating  the  problem  that  patient  is 
paying  his  money  to  recover  from.  In  this  way  the  odds 
increase  that  the  patient  will  not  recover,  and  future 
generations  of  therapists  can  remain  ignorant  of  the 
specific  skills  needed  to  get  people  over  their  problems. 

Step  C.  Insist  that  if  a presenting  problem  is  relieved, 
something  worse  will  develop.  This  myth  makes  it  proper 
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not  to  know  what  to  do  about  symptoms  and  will  even 
encourage  patients  to  co-operate  by  developing  a fear  of 
recovery. 

Given  these  three  steps,  it  seems  obvious  that  any  psychotherapist  will  be 
incapacitated,  whatever  his  natural  talent.  He  will  not  take  seriously  the 
problem  the  patient  brings,  he  will  not  try  to  change  that,  and  he  will  fear 
that  successful  relief  of  the  problem  is  disastrous. 

One  might  think  that  this  nucleus  of  ideas  alone  would  make  any  therapist 
a failure,  but  the  wiser  heads  in  the  field  have  recognized  that  other  steps 
are  necessary. 

2.  It  is  particularly  important  to  confuse  diagnosis  and  therapy.  A thera- 
pist can  sound  expert  and  be  scientific  without  ever  risking  a success  with 
treatment  if  he  uses  a diagnostic  language  which  makes  it  impossible  for 
him  to  think  of  therapeutic  operations.  For  example,  one  can  say  that  a 
patient  is  passive-aggressive,  or  that  he  has  deep-seated  dependency  needs, 
or  that  he  has  a weak  ego,  or  that  he  is  impulse-ridden.  No  therapeutic 
interventions  can  be  formulated  with  this  kind  of  language.  For  more 
examples  of  how  to  phrase  a diagnosis  so  that  a therapist  is  incapacitated, 
the  reader  is  referred  to  The  American  Psychiatric  Association  Diagnostic 
Manual. 


3.  Put  the  emphasis  upon  a single  method  of  treatment  no  matter  how 
diverse  the  problems  which  enter  the  office.  Patients  who  won’t  behave 
properly  according  to  the  method  should  be  defined  as  untreatable  and 
abandoned.  Once  a single  method  has  proven  consistently  ineffective,  it; 
should  never  be  given  up.  Those  people  who  attempt  variations  must  be 
sharply  condemned  as  improperly  trained  and  ignorant  of  the  true  natures 
of  the  human  personality  and  its  disorders.  If  necessary,  a person  who! 
attempts  variations  can  be  called  a latent  layman. 

4.  Have  no  theory,  or  an  ambiguous  and  untestable  one,  of  what  a thera- 
pist should  do  to  bring  about  therapeutic  change.  However,  make  it  cleai 
that  it  is  untherapeutic  to  give  a patient  directives  for  changing — he  might| 
follow  them  and  change.  Just  imply  that  change  happens  spontaneousl] 
when  therapists  and  patients  behave  according  to  the  proper  forms.  Asi 
part  of  the  general  confusion  that  is  necessary,  if  is  helpful  to  define  therapyj| 
as  a procedure  for  finding  out  what  is  wrong  with  a person  and  how  he  got 
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that  way.  With  that  emphasis,  ideas  about  what  to  do  to  bring  about 
change  will  not  develop  in  an  unpredictable  manner.  One  should  also 
insist  that  change  be  defined  as  a shift  of  something  in  the  interior  of  a 
patient  so  that  it  remains  outside  the  range  of  observation  and  is  uninvesti- 
gable.  With  the  focus  upon  the  “underlying  disorder”  (which  should  be 
sharply  distinguished  from  the  “overlying  disorder”),  questions  about  the 
unsavory  aspects  of  the  relationship  between  therapist  and  patient  need 
not  arise,  nor  is  it  necessary  to  include  unimportant  people,  such  as  the 
patient’s  intimates,  in  the  question  of  change. 

Should  student  therapists  who  are  not  yet  properly  trained  insist  upon 
some  instruction  about  how  to  cause  change,  and  if  a frown  about  their 
unresolved  problems  does  not  quiet  them,  it  might  be  necessary  to  offer 
some  sort  of  ambiguous  and  general  idea  which  is  untestable.  One  can  say, 
for  example,  that  the  therapeutic  job  is  to  bring  the  unconscious  into 
consciousness.  In  this  way  the  therapy  task  is  defined  as  transforming  a 
hypothetical  entity  into  another  hypothetical  entity  and  so  there  is  no 
possibility  that  precision  in  therapeutic  technique  might  develop.  Part  of 
this  approach  requires  helping  the  patient  “see”  things  about  himself,  par- 
ticularly in  relation  to  past  traumas,  and  this  involves  no  risk  of  change. 
The  fundamental  rule  is  to  emphasize  “insight”  and  “affect  expression”  to 
student  therapists  as  causes  of  change  so  they  can  feel  something  is 
happening  in  the  session  without  hazarding'success.  If  some  of  the  advanced 
students  insist  on  more  high-class  technical  knowledge  about  therapy,  a 
cloudy  discussion  of  “working  through  the  transference”  is  useful.  This 
not  only  provides  young  therapists  with  an  intellectual  catharsis  but  it 
gives  them  a chance  to  make  transference  interpretations  and  so  have 
something  to  do. 

5.  Insist  that  only  years  of  therapy  will  really  change  a patient. 

This  step  brings  us  to  more  specific  things  to  do  about  those  patients  who 
might  spontaneously  recover  without  treatment.  If  they  can  be  persuaded 
that  they  have  not  really  recovered  but  have  merely  fled  into  health,  it 
is  possible  to  help  them  back  to  ill  health  by  holding  them  in  long-term 
treatment.  (One  can  always  claim  that  only  long-term  treatment  can  really 
cure  a patient  so  that  he  will  never  ever  have  a problem  the  remainder  of 
his  life.)  Fortunately  the  field  of  therapy  has  no  theory  of  overdosage, 
and  so  a skillful  therapist  can  keep  a patient  from  improving  for  as  long 
as  10  years  without  protest  from  his  colleagues,  no  matter  how  jealous. 


Those  therapists  who  try  for  20  years  should  be  congratulated  on  their 
courage  but  thought  of  as  foolhardy  unless  they  live  in  New  York.  - 

6.  As  a further  step  to  restrain  patients  who  might  spontaneously  improve, 
it  is  important  to  offer  warnings  about  the  fragile  nature  of  people  and 
insist  they  might  suffer  psychotic  breaks  or  turn  to  drink  if  they  improve. 
When  “underlying  pathology”  becomes  the  most  common  term  in  every 
clinic  and  consulting  room,  everyone  will  avoid  taking  action  to  help 
patients  recover  and  patients  will  even  restrain  themselves  if  they  begin  to 
make  it  on  their  own.  Long-term  treatment  can  then  crystallize  them  into 
therapeutic  failures.  If  patients  seem  to  improve  even  in  long-term  therapy, 
they  can  be  distracted  by  being  put  into  group  therapy. 

7.  As  a further  step  to  restrain  patients  who  might  spontaneously  improve, 
the  therapist  should  focus  upon  the  patient’s  past. 

8.  As  yet  another  step  with  that  aim,  the  therapist  should  interpret  what 
is  most  unsavory  about  the  patient  to  arouse  his  guilt  so  that  he  will 
remain  in  treatment  to  resolve  the  guilt. 

9.  Perhaps  the  most  important  rule  is  to  ignore  the  real  world  that  patients 
live  in  and  publicize  the  vital  importance  of  their  infancy,  inner  dynamics, 
and  fantasy  life.  This  will  effectively  prevent  either  therapists  or  patients 
from  attempting  to  make  changes  in  their  families,  friends,  schools, 
neighborhoods,  or  treatment  milieus.  Naturally  they  cannot  recover  if  their 
situation  does  not  change,  and  so  one  guarantees  failure  while  being  paid 
to  listen  to  interesting  fantasies.  Talking  about  dreams  is  a good  way  to 
pass  the  time,  and  so  is  experimenting  with  responses  to  different  kinds 
of  pills. 

10.  Avoid  the  poor  because  they  will  insist  upon  results  and  cannot  be 
distracted  with  insightful  conversations.  Also  avoid  the  schizophrenic  un- 
less he  is  well  drugged  and  securely  locked  up  in  a psychiatric  penitentiary. 
If  a therapist  deals  with  a schizophrenic  at  the  interface  of  family  and 
society,  both  therapist  and  patient  risk  recovery. 

11.  A continuing  refusal  to  define  the  goals  of  therapy  is  essential.  If  a 
therapist  sets  goals,  someone  is  likely  to  raise  a question  whether  they 
have  been  achieved.  At  that  point  the  idea  of  evaluating  results  arises  in 
its  most  virulent  form.  If  it  becomes  necessary  to  define  a goal,  the  phrasing 
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should  be  unclear,  ambiguous,  and  so  esoteric  that  anyone  who  thinks 
about  determining  if  the  goal  has  been  achieved  will  lose  heart  and  turn 
to  a less  confused  field  of  endeavor,  like  existentialism. 

12.  Finally,  it  cannot  be  emphasized  enough  that  it  is  absolutely  necessary 
to  avoid  evaluating  the  results  of  therapy.  If  outcome  is  examined,  there  is 
a natural  tendency  for  people  not  fully  trained  to  discard  approaches 
which  are  not  effective  and  to  elaborate  those  which  are.  Only  by  keeping 
results  a mystery  and  avoiding  any  systematic  follow-up  of  patients  can 
one  ensure  that  therapeutic  technique  will  not  improve  and  the  writings 
of  the  past  will  not  be  questioned.  To  be  human  is  to  err,  and  inevitably  a 
few  deviant  individuals  in  the  profession  will  attempt  evaluation  studies. 
They  should  be  promptly  condemned  and  their  character  questioned.  Such 
people  should  be  called  superficial  in  their  understanding  of  what  therapy 
really  is,  oversimple  in  their  emphasis  upon  symptoms  rather  than  depth 
personality  problems,  and  artificial  in  their  approach  to  human  life. 
Routinely  they  should  be  eliminated  from  respectable  institutions  and  cut 
off  from  research  funds.  As  a last  resort  they  can  be  put  in  psychoanalytic 
treatment  or  shot. 

This  program  of  twelve  steps  to  failure — sometimes  called  the  daily  dozen 
of  the  clinical  field — is  obviously  not  beyond  the  skill  of  the  average 
well-trained  psychotherapist.  Nor  would  putting  this  program  more  fully 
into  action  require  any  major  changes  in  the  clinical  ideology  or  practice 
taught  in  our  better  universities.  The  program  would  be  helped  if  there  was 
a positive  term  to  describe  it,  and  the  word  “dynamic”  is  recommended 
because  it  has  a swinging  sound  which  should  appeal  to  the  younger  genera- 
tion. The  program  could  be  called  the  therapy  which  expresses  the  basic 
principles  of  dynamic  psychiatry,  dynamic  psychology,  and  dynamic  social 
work.  On  the  wall  of  every  institute  training  therapists,  there  can  be  a 
motto  known  as  The  Five  B\s  Which  Guarantee  Dynamic  Failure: 


BE  PASSIVE 
BE  INACTIVE 
BE  REFLECTIVE 
BE  SILENT 
BEWARE 
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Once  a single  method  has  proven  consistently  ineffective,  it 
should  never  be  given  up.” 
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BUSINESS  AND  THE 
COMPULSIVE  DRINKER 

by  Michael  Orr 


Early  detection  of  office  and  factory  alcoholics 
is  helping  employers  to  save  millions  of  dollars  and 
to  rehabilitate  hundreds  of  lives. 


I A quiet,  likable  man.  Bob  Moyle  had  worked  in  the  art  department  of  an 
advertising  agency  for  20  years.  But  Bob  had  a drinking  problem.  He  took 
a little  longer  at  lunch  than  anybody  else;  and  he  was  always  first  into  the 
bar  after  work.  At  parties,  he  was  “a  happy  drunk.” 

As  his  alcohol  intake  increased,  his  work  began  to  suffer.  The  staff  tried  to 
cover  up  for  him,  but  management  finally  began  to  take  a second  look  at 
Bob.  He  was  costing  them  money.  Under  pressure,  Bob  promised  to  cut 
down  on  his  drinking,  and  did — for  a month.  When  the  agency  suggested 
that  he  seek  medical  treatment,  Bob  agreed,  but  made  only  a token  effort 
to  see  his  family  doctor.  Finally  he  lost  his  job  and  disappeared.  A year 
later  the  boys  at  the  agency  heard  that  he  had  died  of  a liver  ailment.  He 
was  60. 

John  Hedlan* *  was  a different  case.  Starting  as  a salesman  with  a large 
manufacturing  firm  in  Toronto,  he  quickly  rose  to  a $20,000-a-year  posi- 
tion. His  productivity  was  high  and  a vice-presidency  was  hinted  at. 

But  John  fell  into  a drinking  syndrome — two  and  then  three  double 
martinis  at  lunch  and  a “nipping”  bottle  to  keep  the  glow  on  in  the  after- 
noon. His  friends  and  associates  pretended  the  reason  was  a temporary 
domestic  problem.  But  soon  the  facade  crumbled  and  his  employer  told 
Tim  to  seek  help  at  a special  clinic  for  employed  alcoholics  maintained  by 
Ontario’s  Addiction  Research  Foundation. 

Treatment  worked.  He  admitted  to  his  problem  and  stopped  drinking.  In 
a short  while,  he  was  reunited  with  his  family  and  working  again  with 
energy  and  enthusiasm.  John  was  on  the  road  to  recovery. 

“Both  men  were  afflicted  with  the  same  illness — alcoholism,”  says  Freder- 
ick Horton,  a psychologist  at  the  Addiction  Research  Foundation.  “One 
man  died  from  it;  the  other  did  not.  The  difference  was  the  availability 
of  an  effective  program  to  help  problem  drinkers.” 


This  article  first  appeared  in  Reader's  Digest  100  (May  1972):  133-137.  Copyright©  1972, 
The  Reader’s  Digest  Association  (Canada)  Ltd.  Reprinted  by  permission. 

Adapted  from  an  article  by  Andrew  Hamilton. 

*Bob  Moyle  and  John  Hedlan  are  fictitious  names. 


In  1967  (the  last  year  for  which  figures  are  available),  the  Foundation 
estimates  that  there  were  308,200  alcoholics  in  Canada.  This  makes 
alcoholism  the  nation’s  fourth  most  serious  health  problem — after  heart 
disease,  mental  illness,  and  cancer.  Less  than  10%  of  the  nation’s  alcoholics 
are  on  skid  row;  the  bulk  are  family  men  and  women,  high-school  gradu- 
ates and  professionals,  white-collar  as  well  as  blue-collar  employees.  As  a 
result  the  direct  cost  of  alcoholism  to  the  economy  amounts  to  millions  of 
dollars  a year  in  absenteeism,  lost  investment  in  training,  and  in  overtime 
paid  to  others  to  do  the  alcoholics’  work. 

Fortunately,  a substantial  number  of  large  Canadian  organizations — 
including  the  federal  government,  Eaton’s  of  Canada,  Kodak  Canada, 
Ontario  Hydro,  the  Royal  Bank,  Imperial  Oil,  and  Bell  Canada — have 
adopted  positive  programs  to  help  the  alcoholic  worker  to  save  himself. 
Bell’s  program,  established  in  1951,  has  provided  medical  advice  and 
treatment  to  hundreds  of  company  alcoholics.  Today,  of  the  approximately 
250  patients  handled  by  its  medical  department  each  year,  55  to  60%  are 
successfully  rehabilitated  (which,  by  Bell’s  standards,  means  two  years’ 
effective  abstinence).  “Normally,  when  an  alcoholic  reaches  a community 
agency  for  treatment,  he’s  hit  rock  bottom,”  says  Dr.  D.C.  Bews,  Bell’s i 
medical  director.  “We  try  to  get  to  him  before  he’s  gone  that  far — while  j 
there’s  still  a chance  to  save  him.” 

A program  being  widely  adopted  by  federal  government  departments  and 
some  private  companies  was  developed  in  1969  by  Ann  St.  Louis,  personnel 
counsellor  to  the  Customs  and  Excise  Division  of  the  Department  of 
National  Revenue.  Last  year,  it  enabled  99  out  of  the  109  problem  drinkers  1 
identified  in  the  department  to  shake  their  dependence  on  alcohol — and 
stay  sober.** 

I 

Such  approaches  regard  alcoholism  not  as  a moral  weakness  but  as  an ! 
illness — a definition  which  the  Canadian  Medical  Association  shares  with 
the  World  Health  Organization  and  other  medical  groups — whose  progress 
interferes  with  a person’s  efficiency  at  work,  his  attendance  record,  his 
family,  and  social  responsibilities. 


**Copies  of  the  Manual  for  Supervisors  on  Alcoholism  or  Problem  Drinking  can  be 
obtained  free  from  Mrs.  Ann  St.  Louis,  Department  of  National  Revenue,  Customs  and 
Excise,  Ottawa  K1A  0L5. 
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Enshrined  in  company  personnel  policies,  this  view  of  alcoholism  can 
become  the  basis  of  an  effective  rehabilitation  program. This  may  take  the 
form  of  an  individual  treatment  plan  tailored  for  the  patient  by  the  com- 
pany doctor  or,  as  is  the  case  with  Imperial  Oil,  the  employee  may  choose 
treatment  from  his  family  doctor,  a local  clinic,  or  hospital.  Most  com- 
panies also  work  closely  with  the  highly  successful  Alcoholics  Anonymous 
organization. 

Problem  drinking  doesn’t  usually  show  up  until  the  35-50  age  bracket — a 
period  when  employees  and  executives  are  making  their  largest  contribution 
to  their  work.  From  then  on,  it  grows  progressively  more  serious.  “But,” 
says  an  A.R.F.  spokesman,  “we  are  finding  that  under  optimum  conditions, 
between  60  and  80%  of  employed  alcoholics  can  be  rehabilitated.”  More- 
over, these  employees  tend  to  maintain  their  sobriety  and  become  more 
valuable  to  their  companies  than  ever. 

All  Canadian  provinces  have  sources  of  information  on  alcoholism,  as  well 
as  available  treatment  centres.  But  the  A.R.F.,  a provincial  agency  set  up 
in  1949  to  provide  information,  treatment,  and  research  on  alcoholism  and 
drug  abuse,  is  unique  in  maintaining  a program  specifically  for  the  employed 
alcoholic.  More  than  60  Ontario  companies  and  government  departments 
have  established  joint  programs  with  A.R.F.’s  clinic  on  Toronto’s  May 
Street.  There,  in  the  past  two  years,  some  400  Ontario  employees  suffering 
from  alcoholism  have  received  treatment.  Of  the  first  100  referrals  (those 
back  on  the  job  long  enough  for  reasonable  appraisal),  more  than  60  have 
returned  to  work  at  normal  or  improved  productivity  levels.  Here’s  how 
the  program  works. 

The  first  stage  is  training  the  supervisor  to  recognize  the  alcoholic  on  the 
iob  in  A.R.F.  seminars  designed  to  provide  information  and  guidance 
about  alcoholism  and  its  treatment  in  the  work  environment.  So  far,  more 
than  1,800  company  and  union  representatives  have  been  taught  how  to 
spot  the  early  warning  signs  of  problem  drinking,  such  as  frequent  Monday, 
post-holiday,  and  post-payday  absences;  erratic  work  habits  and  incom- 
plete assignments;  the  aroma  of  alcohol;  hand  tremors;  and  gaps  in 
nemory. 

The  next  step,  if  alcoholism  is  suspected,  is  to  encourage  the  employee  to 
;eek  help.  Says  Dr.  Bews  of  Bell  Canada:  “The  supervisor  is  one  of  the 
'ew  people — perhaps  the  principal  person — who  can  give  the  problem 
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drinker  the  necessary  motivation.”  Applying  what  A.R.F.  calls  “construc- 
tive coercion,”  the  supervisor  personally  approaches  an  employee  whose 
productivity  has  clearly  suffered  and  refers  him  to  the  company  medical 
department  for  poor  job  performance.  Once  the  doctor  agrees  on  the 
nature  of  the  problem,  the  patient  is  advised  to  enroll  at  the  May  Street 
centre  “as  a prerequisite  for  keeping  his  job.” 

The  third  stage  is  treatment.  “When  the  patient  arrives  at  the  clinic,” 
says  Frederick  Fforton,  “we  explain  that  alcoholism  is  an  illness  which 
only  he  can  arrest.  And  we  tell  him  that  the  majority  of  his  fellow  drinkers 
who  agree  to  treatment  remain  on  the  job  during  the  process  of  recovery.” 
Indeed,  A.R.F.  strongly  emphasizes  to  employers  that  they  must  maintain 
the  employee  in  his  job  to  provide  him  with  the  financial  and  moral  support 
necessary  to  his  recovery. 

For  the  first  three  weeks,  the  employee  becomes  an  in-patient  at  the  clinic 
so  that  he  can  “dry  out”  and  receive  any  necessary  medical  care.  During 
that  time,  his  company  pays  the  same  sickness  and  disability  benefits  that 
are  available  for  other  types  of  illness.  At  this  time,  too,  counselling 
begins,  which  the  therapist  hopes  will  uncover  some  of  the  root  causes  of 
the  drinking  problem.  Discussions  on  alcoholism,  psychological  depen- 
dence, marital  relationships,  and  even  the  patient’s  financial  affairs  follow. 1 
The  man’s  wife  and  family  may  also  attend  some  sessions  to  improve  their 
understanding  of  his  problem. 

All  being  well  after  three  weeks,  the  employee  goes  back  to  work,  in  most] 
cases  returning  to  the  centre  for  further  counselling  and  treatment  as  an 
out-patient. 

While  the  majority  of  May  Street’s  patients  are  from  southern  Ontario.! 
some  have  been  admitted  from  as  far  away  as  North  Bay.  To  serve  outlying 
districts  A.R.F.  has  established  33  regional  offices,  many  of  which  are  ablejj 
to  provide  out-patient  services.  When  even  the  regional  office  is  beyond 
the  patient’s  reach,  special  arrangements  are  made  with  a local  clinic  foi 
continuation  of  treatment. 

At  May  Street  the  standard  of  successful  treatment  is  whether  or  not  the 
patient’s  performance  has  improved  on  the  job.  How  effective,  then,  has) 
the  program  been? 
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Although  an  interim  report  on  the  centre’s  first  two  years  has  just  been 
completed,  the  Foundation  considers  any  conclusion  about  its  success 
premature.  But  the  verdict  from  industry  is  encouraging.  In  the  past  two 
years,  some  40  of  the  57  Ontario  Hydro  employees  admitted  to  May  Street 
have  been  successfully  rehabilitated  under  the  constructive-coercion  system 
— almost  twice  the  rate  achieved  previous  to  May  Street.  Says  Dr.  Walter 
Prendergast,  Eaton’s  medical  officer:  “It’s  early  yet  to  draw  scientific 
conclusions.  But  we’re  very  pleased  with  the  results.  This  is  the  most 
effective  industrial  rehabilitation  program  I’ve  seen  so  far.”  Dr.  J.F.S. 
Walmsley,  medical  director  of  Kodak  Canada,  agrees.  “I  think  that  the 
concept  of  constructive  coercion  as  used  in  this  program  offers  us  the  best 
opportunity  yet  to  identify  problem  drinkers  on  the  job  and  successfully 
rehabilitate  them.” 


The  Foundation  anticipates  that  the  May  Street  experiment  will  ultimately 
11  be  used  as  a model  for  similar  programs  in  communities  across  Ontario, 
11  with  A.R.F.  personnel  acting  in  a counselling  and  advisory  capacity. 

Inquiries  from  other  provinces  suggest  that  its  example  may  soon  be 
1 followed  elsewhere  in  Canada. 

or  it  is  becoming  increasingly  evident  to  Canadian  companies  that  an 
effective  detection  and  treatment  program  for  employed  alcoholics  is  good 
li:  business.  Studies  in  the  United  States  have  shown  that  the  average  alcoholic 
costs  his  company  anywhere  from  $1,500  to  $4,000  a year.  In  most  cases, 
he  is  only  50%  efficient  on  the  job,  is  absent  22  days  a year,  requires  four 
’•times  as  much  medical  attention  as  a non-alcoholic  worker,  is  seven  times 

I as  likely  to  have  an  automobile  accident,  and  lives  12  years  less.  If  he  is 
fired,  or  quits,  the  company  must  spend  $1,500  to  $2,000  to  train  a replace- 
ment. A.R.F.  itself  estimates  that  the  alcoholic  employee  costs  his  company 
i"  I about  25%  of  his  annual  salary. 

1 

Says  Earl  Patton,  program  consultant  at  May  Street:  “What  we  have  done 
is  adopt  an  organized  approach  to  a serious  public  health  problem  by 
speeding  up  detection  and  providing  meaningful  motivation.  We’ve  been 
very  successful  so  far.  Past  experience  suggests  that  we  might  expect  success- 
ful rehabilitation  in  one  or  two  cases  out  of  five.  With  constructive  coercion, 
we  believe  we  can  expect  a success  rate  of  three  or  four.” 

And  each  year  an  increasing  number  of  Canadian  employers  are  agreeing. 
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by  Barbara  Bagnell 


A RISING  TIDE? 

For  years  Harry  was  a typical  heroin  addict.  He  was 
44,  a junkie  for  14  years,  had  a criminal  record,  and 
was  well  known  at  the  Salvation  Army  Hostel  and 
the  police  station.  Harry  hasn’t  changed.  He’s  still  a 
heroin  addict,  still  lives  a hand-to-vein  existence, 
but  he’s  no  longer  typical  of  that  apparently  growing 
segment  of  the  population  who  are  heroin  users. 

The  junkie  of  the  ’seventies  is  on  an  average  18-23 
years  old,  male  more  often  than  female.  He  may 
come  from  a close-knit,  old-fashioned  family.  He 
may  come  from  a trouble-prone  family.  He  may  hold 
a job.  He  may  panhandle.  He  eludes  the  law  a little 
more  successfully — at  least  his  name  and  face  aren’t 


Mrs.  Bagnell  is  a free-lance  writer  and  regular  contributor  to 
The  United  Church  Observer. 


nown  to  the  cop  on  the  beat.  He  may  also  be  more  informed  about  the 
•ouble  he’s  in  and  turn  to  some  helping  agency  for  treatment. 

De — one  of  the  new  breed  of  junkies — did.  He  was  19  when  he  pushed 
pen  the  door  of  Walk-in  at  the  Addiction  Research  Foundation’s  Clinical 
istitute,  33  Russell  Street,  Toronto,  and  told  his  story  to  Mr.  George  Atto. 
he  child  of  immigrant  parents,  Joe  had  quit  school  at  16  when  his  father 
ied  and  drove  a truck  to  support  his  mother  and  sisters. 


[is  work  was  heavy  and  exhausting  and  some  experimenting  with  mari- 
uana  among  friends  proved  an  escape  from  burdens.  He  used  mescaline 
id  speed  prior  to  heroin  and  considered  himself  a “fun  user,”  never  a 
mg  freak.  It  wasn’t  long  before  his  expensive  habit  forced  him  into  small 
me  dealing.  He’d  buy  five  caps,  sell  four  at  a profit,  and  use  one.  He’d 
sen  on  heroin  nine  months  when  he  realized  he  was  in  trouble.  With  the 
d of  a small  experimental  program  for  short-term  users  at  the  A.R.F., 
j was  helped. 

his  is  an  isolated  and  probably  untypical  “happy  ending”  in  a situation 
cently  termed,  by  a C.B.C.  series  on  the  subject,  “The  Heroin  Crisis.” 
lost  people  who  have  anything  to  do  with  the  subject  will  affirm  that 
^roin  is  widely  available,  that  it  is  being  used  by  large  numbers  of  people — 
le  majority  of  whom  are  in  their  late  teens  and  early  twenties. 

etween  July  and  October,  1971,  67  people  or  14%  of  the  new  patients  of 
le  Walk-in  Clinic  were  there  because  of  heroin.  They  were  outnumbered 
nly  by  speed  users;  43  of  that  67  were  diagnosed  “addicted.” 

igures  for  the  city,  province,  and  country  are  as  elusive  as  dandelion  seeds 
l the  wind.  Those  available  are  usually  subject  to  some  kind  of  qualifica- 
on.  James  Moore  of  the  Le  Dain  Commission  puts  the  national  figure  at 
3,000 — published  in  Treatment:  A Report  of  the  Commission  of  Inquiry 
» to  the  Non-Medical  Use  of  Drugs  (Ottawa:  Information  Canada,  1972) 
30 — and  calls  it  a conservative  figure.  According  to  the  Narcotic  Control 
division  of  the  Department  of  National  Health  and  Welfare,  heroin 
Idicts  in  1971  numbered  6,696.  This  figure  is  computed  by  counting  those 
ho  come  to  the  attention  of  the  police — therefore,  it’s  inevitably  a low 
ne.  (American  figures  indicate  that  over  2,000,000  in  the  U.S.A.  have 
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tried  heroin;  1,500,000  were  of  high  school  age — 6%  of  all  young  people1 
between  12  and  17.) 

tlf 

In  Toronto,  The  Toronto  Daily  Star  reports  “police  drug  investigators”  as! 
saying  that  the  number  of  heroin  users  in  the  Metro  area  has  reached  at  If 
least  3,000  and  is  growing  at  “a  frightening  rate.”  Inspector  John  WilsonlL 
of  the  Metro  Toronto  Police  Morality  Squad,  feels  that  the  figure  is  a little! 
high,  but  he  confirms  that  there  has  been  a significant  increase  in  the  pastil 
couple  of  years  from  the  250-300  addicts  well  known  to  police  three  or  four; 
years  ago.  “Heroin  is  getting  to  locations  where  we  never  had  it  before,”!; 
he  says.  “Some  of  it  is  diluted  but  it’s  part  of  the  overall  drug  scene.  The) 
alarming  thing  I find  is  the  youthful  age  of  the  users.” 

Researchers  working  in  the  addiction  field  are  cautious  where  numbers  arejj 
concerned.  Researcher  Gus  Oki  of  the  A.R.F.,  who  is  collecting  data  on 
heroin  use,  is  reluctant  to  estimate.  He  will  say  that  when  he  did  a similar) 
study  in  1967-1968  he  found  that  the  R.C.M.P.  were  unaware  of  a sub-!; 
stantial  portion  of  the  heroin-user  population  and  he  suspects  now  thall 
their  figures  would  be  even  less  comprehensive. 


To  turn  this  statement  around,  R.C.M.P.  Staff  Sergeant  L.  H.  Morse  oi 
Toronto  says  the  figure  he  uses  is  3,000.  This  is  for  Ontario  includin 
Metro  Toronto  and  that  the  figure  is  based  on  clinical  as  well  as  poll 
information.  He  calls  it  a “guess-timate.” 


R.C.M.P.  Commissioner  W.  L.  Higgitt  has  estimated  that  there  are  aboi 
15,000  hard-line  heroin  addicts  in  Canada.  In  1971,  police  seized  141 
pounds  of  heroin  worth  $75,000,000. 

All  educated-guessers  say  that  heroin  is  being  used  by  younger  and  young^ 
people.  Rumors  circulate  concerning  a 13-year-old  heroin  user,  and  oi 
16-year  old  presenting  himself  to  a Toronto  clinic  claiming  he’d  been 
heroin  for  two  years. 

In  October,  1971,  A.R.F.  attempted  to  pool  and  assess  the  rumors,  ii 
pressions,  and  facts  about  trends  of  heroin  use  in  Ontario.  Staff  from  tl 
Foundation’s  clinical  programs  all  over  the  province  met  with  people  froi 
the  Department  of  National  Health  and  Welfare  and  the  Committee 
Inquiry  into  the  Non-Medical  Use  of  Drugs.  Rigid  scientific  data  and  pro<] 
were  lacking  but  the  rumors,  impressions,  and  sparse  facts  tended  to  coi 
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R.  GEORGE  ATTO,  CHAIRMAN,  A.R.F,  WALK-IN  TEAM  : 

hey  [the  Italian  young  people]  tend  to  spend  little 
me  on  other  drugs  before  they  use  heroin. 

‘s  accessibility  in  the  community  is  responsible. 
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pliment  and  confirm  each  other.  From  1959  to  1969,  the  number  of  heroin! 
users  in  Ontario  remained  constant.  In  1970,  the  figure  jumped  20% . In  the 
whole  country  the  rate  of  increase  that  year  was  30.7% . At  the  same  time, 
the  age  of  users  dropped  dramatically,  from  39.4  years  (the  mean  age  back 
in  1967)  to  17-22  years. 

It  appeared  that  heroin  is  potentially  available  from  pushers  all  over  th< 
Province,  and  is  promoted  by  organized  distribution  networks.  Most  of  i 
comes  in  to  Montreal  from  Marseilles  where  it  has  been  processed  fron 
Turkish  opium;  from  Montreal  it  is  shipped  to  other  areas  of  Canada  anc; 
the  U.S.A. 

“The  distribution  of  heroin  . . that  meeting  concluded,  “appears  to  b< 
controlled  by  Italians  as  part  of  the  larger  scene  of  organized  crime.”  Thill 
is  not  the  only  place  the  word  Italian  comes  up  in  a discussion  of  heroin.  All  . 
730  Yonge  Street,  Mr.  A1  Everson,  Director  of  the  Narcotic  Addictioifeti 
Unit,  says  a lot  of  his  patients  come  from  the  St.  Clair-Keele-Lansdown 
area  of  Toronto.  This  is  where  the  police  make  successful  raids.  This  i 
where  Italians  live.  Mr.  Atto  agrees.  About  one-third  of  the  kids  arrested  ii 
a large  “bust”  in  that  area  recently  were  his  patients — Italian  younj 
people. 

They  tend,  he  says,  to  spend  little  time  on  other  drugs  before  they  us 
heroin.  Its  accessibility  in  the  community  is  responsible.  “Heroin  use  i 
higher  there  than  in  any  other  sector,”  says  Ken  McMullin  of  C4  Projec 
(an  outgrowth  of  Digger  House).  “But  they  traffic  mainly  in  their  owi 
community.” 

Despite  Staff  Sergeant  Morse’s  impression  that  most  of  those  3,000  addict 
are  in  Toronto,  the  Foundation  staff  reported  “significant,  establishec 
and  expanding”  heroin  use  in  Windsor,  London,  Niagara  Falls,  an< 
possibly  Kingston.  The  Narcotic  Addiction  Unit  has  as  well  had  patient 
from  Hamilton  and  Oshawa.  It  was  the  feeling  of  that  October  meetin, 
that  there  may  also  be  significant  problems  in  smaller  cities  and  towns.  Ii 
some  cases  the  ratio  of  known  users  to  the  general  population  is  high. 


It  is  said  that  if  you  want  heroin  you  can  find  it — in  schools  or  on  thl 
street — but  it  appears,  according  to  that  report,  to  be  concentrated  i 
two  north-south  strips  along  Bathurst  and  Keele  Streets  and  in  the  down 
town  area. 
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KEN  MCMULLIN,  YOUTH  WORKER,  C4  PROJECT: 

‘7/7  the  suburbs,  it's  weekend  use.  Down  in 
centre  of  the  city,  it's  addictive  use.  ” 


lain-lining  (injection  into  the  vein)  is  the  main  method  of  using  heroin, 
ut  it  is  also  sniffed.  Sniffers  tend  to  feel  it’s  a less  serious  use  than  using  a 
eedle,  but  sniffers  can  become  addicted.  “It’s  Russian  roulette,”  says 
Ir.  Atto,  “and  they  get  infected  noses,  rather  than  infected  arms.” 

ecreational  sniffing  or  even  injecting  without  addiction  is  possible,  but 
sky.  Generally  workers  in  the  field  identify  three  degrees  of  heroin  intake: 
) the  trial  user  who  wants  to  find  out  what  it’s  like  and  stays  away  from 
in  the  future;  (2)  the  recreational  user  who  takes  heroin  only  occasionally 
: only  on  weekends  (Mr.  Oki  says  that  many  entertainers  have  been 
creational  heroin  users  for  “decades”);  and  (3)  the  habitual  or  chronic 
*er  who  is  dependent  on  heroin,  who,  almost  literally,  cannot  live  without 


ny  one  or  all  of  these  groups  may  experiment  with  or  use  regularly  other 
•ugs  such  as  amphetamines  or  barbiturates.  Criminal  activity  such  as 
>bbery  often  accompanies  the  dependence  on  heroin,  rather  than  preced- 
git. 

espite  the  fact  that  downtown  Foundation  workers  consider  that  heroin  is 
ainly  in  the  west  and  north-west  areas  of  Toronto,  and  that  the  north- 
ist  suburbs  such  as  Don  Mills  and  Scarborough  tend  to  be  amphetamine 
eas,  Miss  Sue  Gaffe  of  theA.R.F.’s  North  Branch  (Willowdale)  encounters 
sroin  often  in  her  work. 

22-year-old  former  teacher,  she  spends  most  of  her  time  where  kids  are 
>und — youth  centres,  schools,  plazas — in  the  “peanut”  area  of  Don  Mills 
here  she  formerly  taught.  She’s  been  on  the  job  U/2  years  and  sums  up  the 
iroin  situation  in  that  time  by  saying,  “It  has  gone  from  practically 
Dthing  to  lots.”  She  works  with  the  North  York  General  Hospital  where 
iroin  problems  are  referred,  and  finds  there  are  no  common  denominators 
1 the  backgrounds  of  kids  on  heroin.  “A  number  are  from  Jewish  homes, 
|i>me  from  close  Italian  families,  some  from  sick  family  situations,  some 
lom  apparently  normal  ones — the  backgrounds  are  varied,”  Sue  says, 
[put  parental  reactions  are  standard— -panic.” 

Ben  McMullin  says  that  in  May,  1971,  there  was  a sudden  and  large 
■crease  in  the  amount  of  heroin  available  on  the  streets.  Use,  in  his 
Itperience,  tends  to  be  of  multiple  drugs  and  the  users  are  “addicted 
Ipople”  rather  than  straight  heroin  addicts.  “Last  year’s  speed  freak  is  this 
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year’s  heroin  user — the  year  before  that  he  was  dropping  acid.  They’re 
young  kids  but  they’ve  been  on  the  street  awhile,”  he  says. 

“In  the  suburbs,  it’s  weekend  use,”  he  continues.  “Down  in  the  centre  of 
the  city,  it’s  addictive  use.”  The  price  he  says  usually  rises  during  May 
as  police  raids  become  more  effective — in  the  middle  of  May  this  year  it 
was  $10-$  15  a cap.  Then,  as  summer  travel  begins  and  border  points  are 
harder  to  check,  summer  supplies  are  brought  in  more  easily  and  the  price 
decreases. 

Treatment 

Theories  of  treatment  vary.  Most  heroin  users  presenting  themselves  at 
the  Foundation’s  clinic  ask  for  withdrawal  in  a hospital  setting.  “This 
creates  problems,”  says  Dr.  Donald  Meeks,  Associate  Director  (Social 
Work)  of  the  A.R.F.’s  Clinical  Institute,  in  a recent  paper  entitled,  Nature 
and  Extent  of  Heroin  Problems , “since  we  have  no  reason  to  believe  that 
withdrawal  without  commitment  to  a program  of  treatment,  which 
includes  and  goes  beyond  withdrawal,  is  particularly  helpful.” 

His  belief  is  supported  by  the  fact  that  of  the  patients  admitted  during  a 
six-month  period  for  withdrawal  but  not  committed  to  further  treatment, 
over  half  discharged  themselves. 

The  Foundation’s  methadone-maintenance  program  is  carried  on  at  730 
Yonge  Street  under  the  direction  of  Mr.  Everson.  They  have  an  active  case 
load  of  100  patients.  In  just  under  2 Vi  years,  250  people  have  been  on  the 
program.  Ages  have  ranged  from  18  to  the  70’s.  Over  450  have  applied. 
The  great  majority  of  these  are  heroin  users.  For  certain  hours  of  every 
day,  patients  walk  into  the  pleasant  suite  that  overlooks  the  bustle  of 
Yonge  Street  and  sip  three  ounces  of  orange  juice  which  contain  on  an 
average  100  gms  of  methadone.  There  are  two  important  components 
to  this  program  apart  from  the  use  of  methadone,  which  when  taken  orally 
prevents  the  addict  from  obtaining  a high  when  he  uses  heroin.  These 
components  are  psycho-social  care  and  constant  monitoring  of  the  use  of 
psychoactive  drugs.  The  latter  is  done  by  examining,  with  special  chemical 
methods,  urine  that  has  been  passed  under  supervision. 

The  use  of  methadone  maintenance  is  controversial  and  open  to  abuse.  For 
young  addicts  who  have  not  been  addicted  to  heroin  for  a lengthy  time,  it  is 
questionable  whether  they  should  switch  from  one  addictive  drug  to 
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another.  On  the  other  hand,  the  lives  of  some  addicts  have  been  restored: 
to  normalcy  and  productivity  on  a methadone  program  which  could 
conceivably  last  the  rest  of  their  lives.  It’s  certain  that  such  a program! 
requires  tight  controls  and  cross-checking  to  make  sure  that  an  addict  isi! 
only  being  treated  by  one  program. 

It  was  estimated  at  the  October  meeting  of  A.R.F.  personnel  that  in  the 
city  of  Windsor  there  are  100  illicit  methadone  users,  20  of  them  addicted,: 
Careless  practices  by  prescribing  physicians  have  led,  in  some  areas,  to  a 
whole  new  drug  traffic — the  sale  of  methadone.  There  is  a case  on  record 
of  a “husband  and  wife  team”  of  heroin  addicts  who  were  prescribed,  al 
at  once,  a 50-day  supply  of  methadone  each.  Only  21  days  later  thej| 
returned  to  the  doctor  and  were  given  another  200  tablets  each. 

As  of  June  1,  1972,  this  hazard  has  been  decreased  by  the  Federal  Govern 
ment’s  new  regulations  on  methadone.  Any  doctor  wishing  to  prescribe 
methadone  has  to  be  authorized  by  the  Department  of  National  Health  am 
Welfare. 

In  North  York,  Miss  Gaffe’s  work  with  the  hospital’s  heroin  admissions  i 
therapy-oriented — individual  or  in  groups,  but  groups  that  are  not  res 
tricted  to  heroin  users.  Ken  McMullin’s  proposed  C4  project  plans  a drug 
free  program  using  a detoxication  centre  in  the  city  and  a farm  in  th 
country.  At  the  federally  (L.I.P.)  supported  “The  Process:  Church  of  th 
Final  Judgement,”  a sort  of  counter-culture  religious  group  where  heroin  I 
encountered,  the  “Brother”  whom  I talked  to  said,  “We  don’t  even  as' 
what  they’re  on.  We  simply  treat  them  as  people.  Sometimes  we  don’ 
know  until  weeks  later  that  a certain  person  was  on  heroin.” 

The  Future 

Dr.  James  Rankin,  Director  and  Physician-in-Chief  of  the  A.R.F.’s  Clinics 
Institute,  declines  to  say  the  situation  is  explosive  and  muses  on  th 
question,  “At  what  stage  are  we  in  this  apparently  continuous  trend?  | 
the  trend  continues  will  Ontario  become  the  same  as  British  Columbia  c 
New  York — is  the  crisis  still  ahead?  As  Toronto  grows  how  and  in  wkj 
way  will  the  problem  change?” 

Staff  Sergeant  Morse  sums  up  the  ambiguities  involved:  “We  don’t  kno 
where  the  end  will  be  or  where  the  beginning  was.” 
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WHO’S 
PICKING  UP 
THE 

TAB 

? 

♦ 

TOTAL  ALCOHOLIC  BEVERAGE  SALES 
$647,450,000 


ALCOHOLICS: 


15% 

25% 


CONSUMERS 

OF 

HAZARDOUS 

QUANTITIES 


1970,  there  were  over  4 million  drinkers  in  Ontario.  They  consumed 
out  11  million  gallons  of  absolute  alcohol  or  139  million  gallons  of 
j verage  alcohol— approximately  10  million  gallons  of  spirits,  6 million 
lions  of  wine,  and  123  million  gallons  of  beer.  Although  it  is  clear  that 
e vast  majority  of  these  drinkers  were  moderate  consumers,  6.1%  drank 
ore  than  10  centilitres  (about  six  drinks)  daily— an  amount  considered 
izardous  to  the  health  of  the  drinker. 


. the  same  year,  Ontario  drinkers  spent  $647,450,000  on  alcoholic  bever- 
;es.  Of  this,  hazardous  consumers  spent  $258,980,000.  This  meant  that , 
1970 , only  6.1%  of  all  drinkers  provided  40%  of  the  total  revenue  from  the 
le  of  alcoholic  beverages.  It  is  interesting  to  note  that  (of  the  $258,980,000) 
18,053,000  went  to  production,  distribution,  and  profits  of  the  alcohol 
average  industry;  $93,233,000  to  Provincial  revenue;  and  $77,694,000  to 
jderal  revenue. 


ie  above  information  was  provided  by  Jan  de  Lint  and  Wolfgang  Schmidt.  Mr.  de  Lint 
a Research  Scientist  at  the  Addiction  Research  Foundation  and  Dr.  Schmidt  is 
ssociate  Research  Director  (Social  Studies)  there. 
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Let'sTake  the  Heat 

Off  Patents 

(Thoughts  about  Parents , Children , and  Drugs 

BY  LOIS  ADAIR 

) 

ji  decade  ago,  most  of  us  probably  thought  that  the  term  “drug  abuse” 
|;ant  simply  the  practices  of  a few  confirmed  opiate  addicts  in  certain 
Aiterfront  areas.  There  seemed  to  be  little  awareness,  among  members  of 
b general  public,  that  the  same  expression  might  also  apply  to  heavy 
curette  smoking  or  to  the  abuse  of  alcohol,  sleeping  pills,  diet  pills,  or 
tinquillizers.  Except  among  scientific  and  clinical  people  in  the  addictions 
f id,  smoking  was  just  smoking,  and  alcoholism — though  deplored — 
iis  scarcely  a form  of  drug  dependence.  As  to  problems  with  some  of  the 
1 Dod-modifying  prescription  drugs,  few  of  us  gave  them  a thought. 


I s.  Adair  is  a free-lance  writer  and  editor  specializing  in  the  fields  of  alcoholism  and 
d ig  dependence,  education,  and  medicine.  She  is  also  the  mother  of  two  children.  For 
fee  years  she  was  a member  of  the  education  staff  of  the  Addiction  Research  Found- 
■>n. 

1 e author  wishes  to  thank  Dr.  Oriana  Kalant  and  Dr.  Harold  Kalant  for  their  kindness 
ii  reading  the  manuscript  while  it  was  in  preparation  and  for  offering  many  helpful 
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There  is  no  doubt  that,  over  the  past  three  or  four  years,  many  people  hav< 
come  to  realize  that  drug  abuse  can  refer  to  the  misuse  of  many  mor< 
“respectable”  chemicals  like  alcohol  and  sleeping  pills,  as  well  as  to  th< 
use  of  such  drugs  as  heroin.  By  and  large,  this  new  appreciation  of  t.h( 
dangers  associated  with  “legal”  drugs  is  a good  thing.  And  interestingly 
it  is  probably  in  large  part  a result  of  campaigns  in  schools,  communities 
and  the  media  which  were  primarily  designed  as  responses  to  the  near 
panic  of  the  late  ’sixties  over  youthful  use  of  marihuana,  LSD,  and  speed 

Many  of  these  educational  efforts  covered  a wide  range  of  drugs.  The’ 
properly  defined  the  term  “drug”  in  such  a way  as  to  include  even  sucl 
commonly  accepted  substances  as  alcohol,  cigarettes,  and  various  pills 
There  is  certainly  a new  awareness,  as  a result,  that  heavy  use  of  sucl. 
drugs  may  well  constitute  drug  abuse.  But  I think  it  is  time  now  to  stresj 
that  it  is  heavy  use  we  mean.  It  could  be  harmful  if  any  use — even  moderat; 
use — were  somehow  to  become  a handicap  for  parents  who  are  trying  t<) 
do  the  legitimate  job  of  preventing  school-age  children  from  using  illici 
drugs  such  as  marihuana  or  LSD. 

The  Broad  View:  Useful  to  a Point? 

I think  that  when  the  youth-and-drugs  panic  hit  a few  years  ago,  it  wa 
probably  important  to  point  out  to  parents  that  the  young  people  involve  * i 
were  not  totally  depraved,  not  totally  alien  to  their  society.  The  discover) , 
in  those  days,  that  one’s  child  “took  drugs”  was  incredibly  shocking.  Th 
parent  needed  to  be  told  that  his  child’s  behavior  was  not,  after  all,  utterllj 
unprecedented,  utterly  removed  from  all  that  was  familiar.  Perhaps  th 
father  or  mother  could  cope  better  with  the  problem  if  he  or  she  could  b 
taught  to  see  it  more  calmly,  to  think  of  it  as  simply  a manifestation  of 
tendency  already  widespread  in  our  society:  the  abuse  of  drugs  generally 
including  alcohol,  nicotine,  and  barbiturates. 

The  trouble  with  this,  as  a form  of  public  education,  is  that  it  might  i 
time  lead  to  a too-casual  acceptance  of  the  youth-and-drugs  situation  z\ 
unalterable.  People  soon  became  aware  that  much  of  what  they’d  hear 
earlier  about  drugs  like  marihuana  was  false.  They  also  began  to  realizjj 
that  adult  drug  problems  like  alcoholism  were  much  more  widespread  an  : 
more  damaging.  Perhaps  they  had  worried  too  much  about  youth  an 
drugs.  After  all,  adult  drug  problems  were  probably  worse.  And  then,  cjj 
course,  there  were  reports  that  juvenile  drug  use  was,  in  some  way,  cause 
by  adult  drug  use. 
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Whose  Fault  Is  the  Drug  Culture? 

Recently,  it  has  seemed  that  nearly  every  time  I pick  up  something  to  read 
I run  across  at  least  one  article  suggesting  that  adult  users  of  “respectable’ 
drugs  are  somehow  to  blame  for  youthful  drug  abuse.  Another  point  ol 
view  that  is  sometimes  presented  is  that  the  problem  of  alcohol  abuse  | 
so  bad  that,  by  comparison,  marihuana  is  scarcely  worth  worrying  about 
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One  sometimes  finds  one  or  other  of  these  viewpoints  in  newspaper  report! 
of  community  meetings.  If  the  topic  of  drugs  is  on  the  agenda,  someone^ 
seems  bound  to  get  up  and  say  that  we  can’t  really  blame  the  kids,  anc 
to  follow  this  up  with  the  statement  that  adults  take  a lot  of  sleeping  pill: 
and  tranquillizers.  There  will  commonly  be  the  suggestion  that  the  pre 
scription  drug  situation,  or  the  alcohol  situation,  is  at  the  root  of  the  po 
situation.  Usually,  however,  it  is  not  made  clear  just  what  the  connectioi 
is,  or  whether  parental  drug  use  is  being  nominated  as  the  cause  or  mereb 
as  one  of  the  causes. 
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Publications  for  housewives  have  also  been  directing  attention  to  adul, 
drug  use.  Not  long  ago,  one  had  a special  section  devoted  to  informatioi 
about  prescription  and  over-the-counter  drugs,  listing  effects,  side-effects! 
and  hazards.  It  gave  useful  emphasis  to  the  danger  of  assuming  that  wha 
is  legal  and  easily  available  is  necessarily  harmless,  however  used. 


Another  approach  is  to  lead  into  the  subject  of  adult  drug  use  through  th 
topic  of  drugs  and  ’teens.  This  second  kind  of  article  probably  is  useful) 
too,  in  that  it  awakens  some  readers  to  the  danger  of  careless  use  of  alcohc! 
and/or  prescriptions.  However,  some  of  them  seem  also  to  communicat 
a feeling  of  uneasiness  about  parental  behavior  in  relation  to  that  cj 
youngsters.  The  general  tone  of  these  articles — and  particularly  of  som 
of  their  headlines — would  almost  seem  to  suggest  to  the  casual  reade 
that  there  might  be  something  risky  about  having  a before-dinner  drin 
or  taking  certain  prescribed  medications  in  the  presence  of  one’s  childrer 
I doubt  if  the  authors  mean  to  create  this  impression.  Perhaps  what  | 
needed,  in  some  cases,  is  a clarifying  statement,  prominently  displayec; 
to  the  effect  that  ordinary  and  careful  use  of  alcohol  and  mood-modifyinj 
prescriptions  is  not  what  is  being  presented  as  alarming. 


Professional  journals  sometimes  reprint  bits  from  newspapers  or  fror 
other  journals,  with  an  editorial  comment  above  the  excerpt.  Not  long  agj 
I saw  one  where  some  damning  statistics  about  alcohol  abuse  were  r<( 
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ited,  under  the  heading  “And  we  worry  about  pot.”  I can  appreciate 
point  of  the  comment.  Alcohol  abuse  still  does  cause  much  more 
2 cjaage  than  any  other  form  of  drug  abuse.  However,  if  a talented  young 
son’s  life  becomes  centered  on  trip-taking,  it  is  cold  comfort  to  his 
*ried  relatives  to  know  that  alcohol  is  involved  in  an  increasing  number 
accidents  and  that  the  incidence  of  alcoholism  is  climbing.  A broad 
lerstanding  of  drug  problems  certainly  enlarges  a person’s  outlook  and 
tolerance.  But  past  a certain  point,  I think  it  is  not  very  useful  to  stress 
comparative  viewpoint.  We  need  to  see  things  as  a whole,  certainly; 
also  need  to  see  them  separately. 


lard  Life  for  Parents 

iat  bothers  me  about  treatments  of  this  subject  in  the  media  is  the  feeling 
t they  may  be  making  life  harder  for  a rather  harried  group  of  people: 
parents  of  teenagers.  Surely  we,  as  parents,  have  burdens  enough  with- 
adding  to  them  certain  kinds  of  confusion  and  guilt  that  may  be  quite 
leserved. 


uld  it  be,  even,  that  an  excess  of  publicity  about  real  and  not-so-real 
ental  failings  might  actually  be  making  it  more  difficult  for  us  to  perform 
ij  ordinary  parental  duty  of  discouraging  the  use  of  illicit  drugs  among 
• children?  After  all,  if  a parent  has,  rightly  or  wrongly,  feelings  of 
asiness  about  his  own  behavior,  it  probably  makes  it  harder  for  him  to 
s<  limits  for  his  youngsters.  And  this  will  be  especially  so  if  he  knows  they 
ready  to  use  his  behavior  as  a rationalization  for  their  own. 
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Fially,  isn’t  the  whole  business  of  blaming  the  behavior  of  one  group  of 
•pie  for  the  actions  of  another  group  being  rather  overdone?  It  seems  to 
that  too  much  of  what  we  see,  hear,  and  read  these  days  offers  subtle 
ouragement — to  teenagers  and  to  the  rest  of  us  as  well — to  try  to  escape 
aeasonable  degree  of  responsibility  for  what  we  do.  Too  many  people 
described  in  the  media,  and  even  in  casual  conversations,  as  being 
ie  way  they  are”  because  of  the  H-bomb,  their  parents’  mistakes,  and 
llution.  There’s  usually  a little  truth  in  such  statements,  of  course,  but  I 
weary  of  overemphasis  on  it. 


Engs  and  Children 

concern,  here,  is  not  with  the  overall  question  of  drug  use:  whether  it  is 
or  bad  for  individuals  or  for  society,  whether  this  drug  or  that 
)uld  be  legalized  for  adult  use.  It  is,  rather,  in  the  much  more  limited 
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qistion  of  the  use  of  illicit  drugs  by  school-age  children  living  in  their 
pjents’  homes — and  in  what  their  parents  can  do  about  it.  After  listening 
fc  years  to  the  arguments  of  those  who  favor  more  liberal  laws,  it  is  easy  to 
lc;  sight  of  the  basic  difficulty  that  faces  parents  however  such  questions 
m / be  resolved. 

T put  it  baldly,  most  parents  simply  do  not  wish  their  youngsters  to  use 
tk|  “recreational  drugs  of  youth” — or  alcohol  or  tobacco  either,  for  that 
mtter.  Apart  from  carefully  supervised  use  of  prescriptions  and  apart 
fr  n the  practice  of  some  European  immigrants  of  giving  children  a little 
w e with  meals,  it  is  not  acceptable  in  our  society  to  permit  children  the 
ui  of  drugs,  legal  or  illegal.  Most  parents  see  marihuana,  LSD,  speed,  etc. 
a!  substances  that  cannot  conceivably  be  of  benefit  to  the  health  of  their 
cl  dren — and  as  chemicals  that  may  possibly  cause  harm  one  way  or 
a >ther.  Most  parents  are  keenly  conscious  also  of  the  legal  problems  that 
c«  arise.  The  conscientious  parent  therefore  has  the  task  of  discouraging 
h children  from  using  these  drugs,  and  in  this  he  will  need  some  support 
fim  society. 

Ii  dealing  with  the  drug  problem,  parents  not  surprisingly  may  encounter 
0: position  from  certain  peer  groups  with  which  their  children  may  come 
in  contact.  (Illicit  drugs  are,  among  other  things,  a fad.)  But  if  parents 
cnld  count  on  the  whole-hearted  support  of  society  in  general,  as  reflected 
I he  media,  for  example,  perhaps  the  problem  would  not  be  too  difficult. 
Ilvould  be  helpful  if  there  were  more  emphasis  on  the  fact  that  surveys 
ii  icate  that  most  youngsters  do  not  use  illicit  drugs. 

I wever,  if  the  media  are  constantly  pointing  out  to  adults  and,  inadver- 
t<  tly,  to  children , that  adult  drug  use  is  somehow  worse  than  that  of  the 
“irned  on”  generation  and  that  adult  drug  use  may  even  be  “the  cause”  of 
ji  enile  drug  use,  the  result  may  be  that  the  parent’s  confidence  is  grad- 
u ly,  though  subtly,  undermined  and  the  child  is  provided  with  a ready- 
n de  alibi  for  whatever  experiments  he  might  undertake.  A parent  who 
rght  once  simply  have  laid  down  firm  rules  may  now  back  away  from 
car  statements  of  family  policy  about  drugs.  A parent  who  might  once 
mvq  expressed  in  no  uncertain  terms  his  horror  of  law-breaking  may  have 
l<s  to  say  on  the  subject  once  he  has  learned  to  feel  “to  blame.” 

is  Adufts  the  Cause? 

J>t  how  much  truth  is  there,  anyway,  in  the  notion  that  the  drug  problem 
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pervades  society,  the  contention  that  adults  are  the  worst  abusers,  and  th 
suggestion  that  it  is  the  poor  example  set  by  adults  that  causes  children  t 
turn  to  illicit  drugs? 


There  is  no  doubt  that  there  are  drug  problems  in  all  age  groups.  Th 
largest  ones  are  the  smoking  of  cigarettes  (by  young  and  old)  and  th! 
misuse  of  alcohol  (again  by  young  and  old,  but  mainly  by  older  people] 
However,  I think  that  many  young  people  have  somehow  been  encourage! 
to  believe  that  any  use  of  alcohol  on  the  part  of  their  elders  constitute 
misuse  sufficient  to  justify  drug-using  behavior  on  the  part  of  the  youn[ 
This  is  what  lies  behind  such  statements  as,  “You’ve  got  your  martin 
I’ve  got  pot.” 


si 


Similarly,  some  adults  undoubtedly  have  developed  the  habit  of  taking 
up-pill  for  this,  followed  by  a down-pill  for  that.  However,  this  does  no 
mean  that  every  adult  who  takes  a tranquillizer  or  a sleeping  pill  o 
doctor’s  orders  is  a drug  abuser.  The  development  of  a climate  in  which  or 
must  somehow  apologize  for  simply  following  a physician’s  instructioi 
seems  most  unfortunate. 


The  Well-researched  Martini 

Like  many  other  people  of  my  generation,  I simply  refuse,  even  yet,  to  bi 
the  suggestion  that  there  is  no  real  difference  between  the  adult’s  martii 
and  the  youngster’s  joint.  In  fact,  there  are  several.  Let  me  list  brief 
some  that  I can  think  of. 
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1.  Martinis  have  been  well  researched  over  the  years.  We  have  a reasonab 
idea  of  what  they  are  likely  to  do  (or  not  do)  to  a person  in  the  sho 
range  and  the  long.  The  long-range  effects  of  regular  pot-smoking  a 
simply  not  that  well  understood. 


2.  To  date,  orderly  drinking  by  adults  in  appropriate  circumstances 
legal,  whereas  use  of  pot  is  not.  (It  should  also  be  remembered,  in  th 
connection,  that  use  of  alcohol  and  cigarettes  by  youngsters  is  illegal  too; 
Surely  there  are  not  many  parents  who  want  their  children  to  think  th< 
can  pick  and  choose  at  random  among  the  nation’s  laws. 


3.  According  to  many  writers  on  the  subject,  there  is  a vast  different; 
in  the  manner  in  which  people  in  various  age  groups  are  affected  by  mint! 
altering  drugs.  The  adolescent  is,  almost  by  definition,  a person  who  j 


*oing  through  a difficult  period.  He  faces  and  must  learn  to  deal  with 
nany  different  kinds  of  emotional  crises.  If,  during  this  developmental 
itage,  he  has  frequent  recourse  to  chemical  escape,  whether  it  is  in  the 
orm  of  alcohol  or  marihuana  or  any  other  mind-altering  drug,  he  is  likely 
o miss  some  valuable  learning  experiences  in  the  emotional  area.  Without 
hem,  he  may  have  difficulty  in  becoming  mature  and  in  dealing,  later  on, 
vith  some  of  the  problems  he  will  encounter  as  an  adult. 


These,  at  least,  are  the  reasons  why  I will  not  admit  that  youthful  pot 
moking  and  the  moderate  adult  use  of  alcohol  are  “the  same  thing.”  Both 
lim  at  relaxation,  at  freedom  for  a time  from  everyday  cares.  But  the 
■imilarities  pretty  well  stop  there,  unless  we  are  willing  to  accept  the 
eapegoating  approach  to  the  drug  problem  that  seems  to  blame  the  whole 
hing  on  “bad  examples.” 

The  evidence  is  not  clear  as  to  just  how  important  adult  abuse  of  drugs 
ictually  is  as  a cause  of  youthful  drug  abuse.  Youngsters  seem  to  get 
nvolved  with  drugs  for  a variety  of  reasons:  because  of  peer  group  pres- 
ure,  out  of  curiosity,  out  of  a youthful  propensity  for  risk-taking,  or  out  of 
l desire  to  “defy  the  establishment.”  No  doubt  many  of  those  who  become 
nost  deeply  involved  are  in  some  way  disturbed  to  begin  with. 

t is  true,  of  course,  that  there  is  a tendency  for  children  to  model  their 
behavior  on  that  of  their  parents.  This  seems  to  apply  to  the  use  of  alcohol 
ind  other  drugs  as  much  as  to  other  kinds  of  activity.  It  would  seem 
easonable,  then,  to  expect  the  majority  of  children  of  moderate  users  of 
‘adult  drugs”  to  do,  when  they  reach  adulthood,  much  as  their  parents  do 
low.  I would  predict  that  most  of  them  will  be  moderate  drinkers  and 
easonably  careful  users  of  physicians’  prescriptions.  If  some  of  these 
:hildren  decide,  as  young  adults,  to  try  an  illicit  drug  such  as  marihuana, 
irobably  because  it  is  “the  thing  to  do”  in  a particular  group  of  young 
)eople,  it  seems  unlikely  they  will  become  heavy  users  or  switch  to  intra- 
venous use  of  something  like  heroin  or  speed. 


hobably  a really  bad  parental  example  does  play  a part  in  development  of 
erious  drug  problems  among  the  young.  But  the  notion  that  ordinary, 
easonable  parental  behavior  with  alcohol  and/or  prescription  drugs  could 
>e  playing  a major  role  is  surely  unrealistic. 
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k Need  for  Understanding  and  Support 

ublicity  about  the  abuse  of  legal  drugs  is  clearly  needed.  People  need, 
>r  one  thing,  to  know  that  the  damage  to  public  health  caused  by  the  abuse 
f alcohol  seems  inevitably  to  increase  as  overall  consumption  increases, 
hey  should  know  that  we  will  probably  have  to  decrease  our  overall  level 
f alcohol  consumption  in  order  to  cut  down  by  very  much  the  incidence  of 
licoholism.  But  more  care  is  needed  in  the  handling  of  this  subject.  Surely 
le  case  against  the  abuse  of  alcohol  is  sufficiently  strong  that  it  can  stand 
n its  own.  Anyone  who  understands  that  it  can  cause  illness,  injury, 
icalculable  social  damage,  and  even  death  does  not  need  to  be  told  that 
is  dangerous  on  any  other  ground.  The  same  applies  to  a person  who  is 
ven  an  accurate  picture  of  what  can  happen  if  he  abuses  sleeping  pills. 
Ihy  not  let  this  information  stand  on  its  own,  especially  if  the  additional 
ropaganda  just  makes  it  harder  for  many  people  to  cope  with  a problem 
lat  may  affect  the  health  and  well-being  of  their  children? 

arents,  like  young  people,  need  understanding  from  those  around  them, 
id  the  help  and  support  of  society.  They  do  not  need  implied  criticism 
mcerning  behavior  which  is,  in  most  cases,  within  the  bounds  of  moder- 
j;ion  and  common  sense.  Confidence  in  themselves  and  in  the  values  they 
and  for  are  necessary,  if  they  are  to  perform  as  parents.  And  if  they  do  not, 
e shall  all  feel  the  effects. 
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The  Addiction  Research  Foundation  of  Ontario,  established  in 
1949,  is  an  official  government  agency  financed  by  annual  Provin- 
cial grants.  Its  purpose  is  to  learn  more  about  the  effects  of 
alcohol  and  other  drugs  and  to  develop  improved  ways  of  pre- 
venting and  managing  alcoholism  and  drug  dependence.  Helpful 
information  about  these  matters  is  available  from  A.R.F.  offices 
located  in: 


Brantford  (759-3930) 
Chatham  (354-1000) 
Cornwall  (932-3300) 
Dunnville  (774-7596) 
Guelph  (821-9661) 
Hamilton  (525-1250) 
Kapuskasing  (335-6081) 
Kenora  (468-6372) 
Kingston  (546-4543) 
Kirkland  Lake  (567-4242) 
Kitchener  (579-1310) 
London  (433-3171) 
Mississauga  (270-1431) 
Niagara  Falls  (356-7451) 
North  Bay  (472-3850) 
Oakville  (845-6854) 

Orillia  (325-2518) 


Oshawa  (576-6277) 

Ottawa  (733-8343) 

Owen  Sound  (371-1861) 
Pembroke  (732-2811) 
Peterborough  (743-2121) 

St.  Catharines  (688-0552) 
Sarnia  (337-9611) 

Sault  Ste.  Marie  (256-2226) 
Simcoe  (426-7260) 

South  Porcupine  (235-3326) 
Stratford  (271-4810) 

Sudbury  (675-1195) 

Thunder  Bay  “F”  (622-0607) 
Toronto  (595-6093) 

Welland  (735-2930) 

Windsor  (235-4458) 


Members  of  the  Foundation — representatives  from  the  business 
and  professional  community  appointed  by  the  Lieutenant- 
Governor  in  Council — establish  all  Foundation  policy.  The 
Foundation’s  Professional  Advisory  Board  advises  on  scientific 
development  and  professional  programs. 
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The  great  drug  debate  appears  to  have  moved  full  circle.  Public 
concern  which  led,  among  other  things,  to  the  Commission  of 
Inquiry  on  the  Non- Medical  Use  of  Drugs,  now  has  an  answer. 
Admitting  the  complexity  of  the  issues  and  competing  values 
involved,  Dean  Gerald  Le  Dain  has  said,  “There  is  no  way  that 
this  kind  of  decision  can  be  passed  over  to  experts.  In  the  end 
it  will  have  to  be  handed  back  to  you.” 

Addressing  the  Canadian  Conference  on  Social  Welfare,  this 
Foundation’s  Executive  Director,  H.  David  Archibald  com- 
mented “.  . . in  the  final  analysis,  decisions  respecting  the  non- 
medical use  of  drugs  will  have  to  be  made  by  the  average  citizen 
of  this  country.” 

Fine.  But  how?  What  is  the  process  for  involving  the  average 
citizen  in  discussion,  debate,  and  decision? 

The  prospect  of  elections,  both  federal  and  provincial,  suggest 
one  way.  Aspiring  legislators  could  well  invest  some  of  their 
campaign  time  and  energy  in  sounding  out  their  constituencies 
on  this  issue.  If,  as  it  has  been  said,  the  people  get  the  govern- 
ment they  deserve,  it  is  probably  a* so  true  they  get  the  kind  of 
campaign  they  condone.  Indifference,  apathy,  and  cynicism 
allow  social  issues  to  be  exploited  rather  than  analysed;  result 
in  promises  instead  of  planning. 

Is  it  too  much  to  hope  that  responsible  election  campaigns  could 
yield  informed  public  discussion  and — if  not  decisions — at  least 
a sense  of  direction  for  the  decision  makers?  And  what  will  be  the 
role  of  the  more  than  one  million  new  electors,  the  18-  to  20- 
year-old  group?  Will  their  discontent  find  a focus  that  challen- 
ges traditional  campaign  ambiguity  and  evasiveness  in  the  pur- 
suit of  clarity  and  conviction  on  the  part  of  the  candidates?  Or 
have  young  people  squandered  the  once  valid  process  of  con- 
frontation on  trivial  issues? 

Is  it  possible  that  decisions,  in  effect,  have  already  been  made? 

L.A.P. 


BERTON  ROUECHE 


Considering  its  importance , the  “ placebo  effect ” 0/  Jrwg  use 
has  received  little  attention.  We  reprint  here  one  of  the  best 
articles  which  we  have  found  on  this  topic.  Despite  the  fact 
that  it  was  first  published  12  years  ago  and  that  Mr.  Roueche 
uses  the  word  “placebo”  in  a broader  sense  than  that  which  is 
commonly  understood  by  the  medical  profession , the  informa- 
tion reported  here  is  highly  relevant.  The  placebo  effect  remains 
one  of  the  more  important  aspects  of  research  in  psycho  active 
drugs. 

Editors. 

I 

lie  most  widely  used  drugs  in  the  modem  medicine  cabinet  are  not  really 
jugs  at  all.  They  are  mere  accommodations.  This  is  not  to  say  that  they 
fe  ineffective.  Their  use  is  often  followed  by  incontestably  salubrious  re- 
jits.  They  are,  however,  chemotherapeutically  inert.  They  either  possess 
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no  curative  powers  whatever  or  have  none  that  are  contextually  relevant.1 
The  remedial  vigor  that  they  seem  to  manifest  is  as  insubstantial  as 
thought.  Like  that  of  the  witch  doctor’s  mask,  the  potentate’s  touch,  and  the 
food  faddist’s  yeast  and  yoghurt,  it  exists  only  in  the  receptive  mind  of  the 
beholder. 


Lv 


Such  drugs  are  called  placebos.  The  term  is  an  unaltered  acquisition  from 
the  Latin,  which  precisely  describes  their  function.  It  is  the  first-person 
singular  of  the  future  indicative  of  the  verb  “ placere ,”  and  means  “I  shall 
please.”  Nevertheless,  despite  its  classic  aptness,  the  word  comes  to  medi- 
cine not  from  Latin  but  from  English.  “Placebo”  has  been  an  English  ; 
idiom  of  varied  meaning  for  nearly  a thousand  years.  It  entered  the  English  * 
language  as  an  ecclesiastical  colloquialism  for  vespers  for  the  dead  (from 
the  Vulgate  psalm  recited  in  that  service,  which  begins,  “ Placebo  Domino  ■ 
in  regione  vivorum ”)  around  the  twelfth  century.  Toward  the  end  of  the 
fourteenth  century,  while  retaining  (as  it  still  does)  its  ecclesiastical  mean- 
ing, it  began  to  acquire  a secular  connotation.  It  was  first  so  used,  to  judge 
from  an  allusion  in  “The  Canterbury  Tales”  (Flatereres  been  the  deueles 
Chapelleyns  that  syngen  euere  Placebo”),  as  a metaphor  suggesting  supine 
sycophancy.  By  the  middle  of  the  fifteenth  century,  “placebo”  was  ir 
general  use  as  a simple  synonym  for  “flattery”  and  “flatterer,”  and  if  apt 
continued  to  serve  that  purpose  through  the  sixteenth  and  seventeenth  all) 
centuries.  It  then  came  to  mean  a courtesy  designed  to  soothe  or  gratify.  Its!  to 
inclusion  in  the  vocabulary  of  medicine  is  rather  more  recent.  It  made  its]  ifi 
first  clearly  recorded  appearance  there  (as  “an  epithet  given  to  any  medicine 
adapted  more  to  please  than  benefit  the  patient”)  in  the  1811  edition  oi 
Hooper’s  Medical  Dictionary.  It  could  hardly  have  been  included  much  k 
earlier.  For  until  around  the  early  part  of  the  nineteenth  century,  wher  v 
chemistry  began  to  develop  into  a science  capable  of  discerning  the  true 
nature  and  action  of  drugs,  all  medicines,  as  far  as  anyone  could  tell,  were  ira 
equally  worthy  or  worthless.  to- 

te 

The  definition  of  a placebo  has  broadened  since  Hooper’s  time.  Hh 
epithet  is  no  longer  confined  to  drugs  that  are  prescribed  solely  to  satisfy  ipla 
the  patient’s  craving  for  medicine.  It  now  embraces  any  form  of  therap) 
that  is  inappropriate  to  the  complaint  under  treatment.  All  medical  pro*  ita 
cedures  may  thus  on  occasion  be  placebos.  (So,  for  that  matter,  may  almosi  ak 
anything — a religious  medal,  a toilet  ritual,  the  avoidance  of  drafts,  a golc  ji 
ring  applied  to  a sty).  Most  placebos,  however,  are  drugs.  They  include  tru<  ap< 


drugs,  purported  drugs,  and  deliberate  counterfeits.  A true  drug  becomes 
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acebo  when  its  specific  therapeutic  properties  are  misapplied.  The  use  of 
:nicillin  in  the  treatment  of  the  common  cold,  the  administration  of 
rtisone  to  victims  of  osteoarthritis,  and  the  casual  prescription  of  tran- 
lillizers,  stimulants,  and  vitamins,  though  currently  much  in  fashion,  are 
nong  the  many  examples  of  true  drugs  so  abused.  The  purported  drugs 
e mainly  patent  medicines — blood  refreshers,  backache  nostrums,  acne 
ires,  nerve  tonics,  virility  restorers.  Although  most  patent  medicines  con- 
in  some  active  chemical  agent  (alcohol,  aspirin,  caffeine),  it  is  seldom  one 
at  has  an  active  bearing  on  the  need.  A counterfeit  drug  is  a pure  placebo, 
looks  like  a drug  and  tastes  like  a drug.  It  may  even,  if  administered  by 
jection,  feel  like  a drug.  But  it  is  pharmacologically  a drone.  It  is  made  of 
me  inactive  substance  (starch,  lactose,  or  salt),  and  so  has  no  inherent 
>wer  either  to  help  or  to  harm.  And  yet,  for  all  their  great  variety,  all 
acebos — drugs  or  devices  or  charms — are  essentially  alike.  The  power 
ey  exert  is  not  their  own.  It  derives  from  the  infinite  capacity  of  the  human 
ind  for  self-deception. 


isifiie  pure  placebo,  it  need  hardly  be  said,  is  the  only  placebo  that  has  a 
utable  place  in  modern  medical  science.  But  its  place  is  a curious  one. 
ntrary  to  common  supposition,  the  placebo  is  no  more  than  peripherally 
pted  in  general  clinical  medicine.  Many  physicians,  in  fact,  are  magis- 
’ially  opposed  to  any  therapeutic  use  of  placebos,  considering  it  little 
tter  than  quackery,  and  even  those  who  condone  the  practice  do  so  with 
ny  reservations.  “A  placebo  should  never  be  given  on  demand,”  Arthur 
Shapiro,  professor  of  psychiatry  and  neurology  at  the  New  York 
niversity  College  of  Medicine,  points  out  in  a recent  study  in  the  Journal 
Nervous  and  Mental  Disease.  “It  should  never  be  continued  for  a long 
e,  at  least  without  regular  reexamination  ...  or  given  unless  the  in- 
ations  are  more  carefully  examined  than  if  a specific  therapy  were 
< dered.  A placebo  should  never  be  given  if  the  diagnosis  is  in  doubt,  if  the 

Ictor-patient  relationship  is  in  jeopardy,  for  retaining  the  confidence  of 
ose  expecting  but  not  requiring  treatment,  and  unless  the  doctor  believes 
] will  help.  A placebo  should  not  be  prescribed  for  neurotic  patients  whose 
( mplaints  are  based  on  anxiety  and  fear  of  disease.  It  should  never,  in  any 
( cumstances,  be  used  as  a substitute  for  psychotherapy  . . . .”  The  cir- 
( instances  in  which  a placebo  may  be  given  are  equally  well  defined.  “A 
cebo,”  A.  Barham  Carter,  a staff  physician  at  the  Ashford  Hospital,  in 
ndon,  has  noted  in  a report  to  the  Lancet , “may  be  the  correct  treatment 
a patient  who  needs  a material  sign  that  we  are  trying  to  help  him,  and 
o (from  a scientific  point  of  view,  at  any  rate)  is  past  our  help.”  The 
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niche  that  the  placebo  chiefly  occupies  is  in  pharmacological  research.  Its 
usefulness  there  is  undisputed.  As  a control  in  the  clinical  evaluation  o] 
drugs — screening  out  false  or  feeble  claimants,  verifying  the  true — it  has 
and  can  have,  no  substitute.  And  with  every  exposure  of  a sham  or  shallow 
drug,  it  has  added  to  the  formidable  documentation  of  its  own  peculiai)  wif 
powers. 


The  controlled  evaluation  of  drugs,  though  ordinarily  identified  witli  ip 
twentieth-century  medicine,  is  not  a twentieth-century  innovation.  Twen 
tieth-century  medicine  has  merely  refined  the  procedure  to  a nearly  flawless 
level  of  efficiency.  The  use  of  controls  in  an  experimental  chemotherapeutic 
design  goes  back  to  the  middle  of  the  eighteenth  century.  It  was  introducec 
by  the  celebrated  Scottish  clinician  James  Lind  in  the  course  of  studies  he 
described  in  his  epochal  “A  Treatise  on  the  Scurvy,”  in  1754.  Lind  at  tha 
time  was  serving  as  a surgeon  on  the  British  man-of-war  H.M.S.  Salisbury 
Numerous  ship-board  outbreaks  of  scurvy  (then  a gruesome  commonplace  1 
of  seafaring)  had  aroused  his  interest  in  the  disease  and  led  him  to  explore1 
the  existing  literature  on  the  subject  of  its  cure.  One  apparent  cure  im, 


mediately  caught  his  fancy.  This  supposed  remedy,  which  had  been  ii  ffi 


occasional  European  fashion  for  several  hundred  years,  was  citrus  fruit 
the  “juyee  of  lemmons”  and  oranges.  Lind  precociously  refused,  howevei]  igs 
to  mistake  his  fancy  for  fact.  Instead,  he  conceived  the  novel  notion  oj 
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ibmitting  it  to  a comparative  clinical  test.  That  was  in  the  fall  of  1746,  and 
hen  the  usual  winter  scurvy  outbreak  swept  the  Salisbury,  he  coolly  went 
» work.  He  chose  for  his  experiment  twelve  ailing  sailors  as  alike  as 
ossible  in  physique  and  severity  of  symptoms,  and  divided  them  into  six 
■oups.  Five  of  these  two-man  teams  he  arbitrarily  (and  privately)  de- 
gnated  as  controls,  and  for  each  he  prescribed  a different  but  equally 
nocuous  remedy — cider  (one  quart  daily  per  man),  an  elixir  of  diluted 
ilphuric  acid  (twenty-five  drops  three  times  a day),  vinegar  (one  pint 
lily),  sea  water  (one  pint  daily),  and  a pill  composed  of  garlic,  radish,  and 
ustard  seed  (to  be  taken  once  a day).  To  the  men  in  the  sixth  group  he 
jive  a daily  ration  of  two  oranges  and  a lemon  each.  All  hands  were  other- 
ise  treated  alike.  They  received  the  same  food  and  drink  and  the  same 
rneral  nursing  care.  The  experiment  lasted  a week.  At  the  end  of  that 


I me,  one  member  of  the  sixth  (or  citrus)  group  was  sufficiently  recovered 


return  to  regular  duty,  and  his  companion  was  up  and  about.  All  the 
>ntrols  were  as  miserably  sick  as  ever. 


ind’s  confirmation  of  his  ascorbutic  hunch  (which  presently  resulted  in  a 
trus  supplement  to  the  Royal  Navy  rations,  and  the  sobriquet  of 
fimeys”  for  British  seamen)  was  accepted  as  a model  means  of  testing 
ugs  for  around  a hundred  and  fifty  years.  It  was  not  until  the  early 
j/entieth  century  that  its  faults  became  apparent.  Their  existence  came  to 
|ht  with  the  gradual  realization  that  the  pharmacological  potency  of  the 
ug  employed  is  not  the  only  element  involved  in  a drug  evaluation.  There 
e two  other  potent  factors  that  must  be  taken  into  account.  One  of  them 
the  patient’s  susceptibility  to  suggestion.  “It  is  not  enough  merely  to 
Iminister  a therapy  and  then  assess  the  nature  and  extent  of  change  in  the 
itients  treated,”  Milton  Greenblatt  and  a group  of  his  associates  at  the 
Massachusetts  Mental  Health  Center,  in  Boston,  have  noted  in  the  Journal 
'Chronic  Diseases.  “Of  the  many  hazards  in  this  procedure,  perhaps  the 
eatest  is  the  placebo  effect.  The  patient  may  show  definite  improvement 
llowing  treatment  even  when  the  drug  is  a placebo — when  it  has  no  speci- 
!f  disease-combatting  efficacy.  Symptomatic  improvement  may  be  induced 
ychogenically  if  the  patient  attributes  healing  powers  ...  to  the  drug,  the 
erapist,  or  the  institutional  setting.”  The  other  factor  is  the  clinician’s 
sceptibility  to  bias.  The  “innate  enthusiasm”  with  which  every  investi- 
itor  approaches  a research  project,  Werner  Tuteur,  clinical  director  of  the 
gin  State  Hospital,  in  Illinois,  has  observed  in  a report  to  the  American 
'urnal  of  Psychiatry , necessarily  affects  his  interpretation  of  it.  The  eli- 
ination  of  these  subjective  pitfalls  has  greatly  modified  the  procedure  that 


Lind  contrived.  Only  his  principle  of  objective  comparison  remains  intact. 
This  is,  however,  the  basic  rationale  of  modern  clinical  pharmacology.  The 
basic  tool  in  the  modern  technique  is,  of  course,  the  pure  placebo.  Its  use  as! 
the  instrument  of  control  makes  possible  the  total  secrecy  essential  to  a 
totally  objective  appraisal.  Two  simple  safeguards  assure  this  result.  Unlike 
the  obvious  banalities  that  Lind  employed,  the  modern  test  placebo  is 
custom-made  to  deceive.  It  perfectly  simulates  in  appearance  and  taste  thei 
drug  under  investigation.  As  a further  precaution,  the  clinician  in  charge  of 
the  test  receives  the  drug  and  the  placebo  in  containers  labelled  in  a code 
whose  key  is  withheld  from  him  until  the  conclusion  of  the  trial.  The 
clinician’s  report  can  thus  be  taken  as  an  unemotional  record  of  the 
patient’s  unguided  response.  It  is  a product  of  the  intellect  alone. 


The  “double-blind”  control  experiment,  as  this  research  design  is  called,  o 
was  constructed  (on  a foundation  roughly  laid  by  the  British  experimental!  ie 
psychologist  W.  H.  R.  Rivers  in  1906)  by  three  Cornell  University  Medical  in 
College  clinical  pharmacologists — Harry  Gold,  Nathaniel  T.  Kwit,  and! 
Harold  Otto — in  the  early  nineteen-thirties.  They  introduced  their  pro-f  i; 
cedure  (through  an  illustrative  report  to  the  Journal  of  the  American  w 
Medical  Association  on  anginal  analgesics)  in  1937;  its  excellence  was  pre-  i 
sently  confirmed  by  other  investigators;  and  it  has  been  established  as  the  - 
standard  evaluative  technique  since  shortly  after  the  Second  World  Wart  I 
A salutary  diminution  in  the  once  torrential  flood  of  drugs  with  entirely  g 
ephemeral  powers  has  perhaps  been  its  most  conspicuous  result.  (Half  d if 
century  ago,  Sir  William  Osier  was  inspired  to  utter  the  disenchantec 
admonition  “One  should  treat  as  many  patients  as  possible  with  a nevj  j 
drug  while  it  still  has  the  power  to  heal.”)  It  has,  however,  accomplished  i 
more  than  that.  It  has  also  served  to  illuminate  this  phenomenon  ojhi 
ephemerality.  “Periodically  it  is  observed  that  the  introduction  of  a nev: 
drug  is  followed  by  a cluster  of  favorable  reports  of  its  therapeutic  value,’ 
Stewart  Wolf,  head  of  the  Department  of  Medicine  of  the  University  o 
Oklahoma  School  of  Medicine,  has  noted.  “Later  it  is  often  discoverer 
(but  not  always  published)  that  the  agent  has  no  appreciable  speciff 
therapeutic  action.  Then,  as  the  agent  has  fallen  into  disuse,  many  hav 
assumed  that  the  authors  of  the  favorable  reports  were  either  deluded  or  a, 
least  not  sufficiently  critical  of  their  results.  Actually,  the  favorable  report 
may  have  contained  strong  statistical  evidence  that  the  desired  physiolo; 
gical  change  had  been  achieved.  There  is  little  reason  to  doubt  that  thj 
results  were  real  enough.  The  neglected  possibility  that  may  explain  th 
later  failure  of  the  agent  is  that  the  good  results  were  attributable  not  to  th<i  < < 
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it  narmacological  properties  of  the  agent  but  to  the  very  real  and  often 
iwerful  placebo  effect.” 


lat  the  placebo  effect  exists  is  clear  beyond  dispute.  It  owes  nothing  to  the 
pagination  but  its  origin.  Its  reality  has  been  abundantly  demonstrated  by 
q many  double-blind  control  experiments  whose  results  are  now  on  re- 
rd.  So,  almost  as  abundantly,  has  its  range.  The  palliative  powers  with 
lich  suggestion  can  invest  the  placebo  are  extraordinarily  broad.  Their 
ach  surpasses  that  of  the  powers  inherent  in  the  great  majority  of 
nuinely  robust  drugs.  It  extends  (at  least  potentially)  throughout  the 
l ! ectrum  of  psychophysiological  distress. 

placebo  can  powerfully  mimic  the  tranquillizing  touch  of  certain 
li  ilaractics.  “There  is  no  good  evidence  that  meprobamate  [the  chemical 
it  ; .me  of  Equanil  and  Miltown]  can  be  distinguished  from  a placebo  in 
bating  anxiety  in  psychiatric  outpatients,”  two  clinical  pharmacologists 
the  Johns  Hopkins  University  School  of  Medicine— Victor  G.  Laties  and 
rnard  Weiss — reported  to  the  Journal  of  Chronic  Diseases  in  a recent 
view  of  the  subject.  Their  conclusion  was  largely  derived  from  two  well- 
ntrolled  studies  carried  out  in  1957.  One  of  these,  the  work  of  Herbert 
teen,  assistant  professor  of  internal  medicine  at  Cornell  University 
edical  College,  involved  twenty-five  patients,  whose  symptoms  included 
[jixiety,  muscle  tension,  restlessness,  and  irritability.  In  the  course  of  this 
al,  each  patient  consumed  thirty-seven  bottles  of  meprobamate  capsules 
.d  thirty-six  bottles  of  matching  lactose  placebo  capsules.  All  were  told 
ply  that  they  were  taking  sonjstMng  that  would  help  them.  “The 
ults,”  K^Jeen  n0tjd<^rs^€liy£hat  meprobamate  in  the  currently  re- 
mmended^^ose^radmo  great erv^f^cl^wi. p3+©^ing  symptoms  than  did  the 


placebo.”  If  anything,  the  placebo  was  the  more  effective.  An  analysis  of 
reports  on  the  patients  showed  that  twenty-three  of  the  thirty-six  bottles  of 
placebo  capsules  produced  marked  improvement.  For  meprobamate  the 
count  was  twenty-one  out  of  thirty-seven.  A team  of  English  investigators — >• 
M.  J.  Raymond,  C.  J.  Lucas,  M.  L.  Beesley,  B.  A.  O’Connell,  and  S.  A.  F. 
Roberts — conducted  the  other  study  reviewed  by  Laties  and  Weiss.  Fifty- i If 
one  psychoneurotic  patients  took  part  in  the  test,  and  each  was  given  five 
different  ataractic  drugs  and  a placebo.  In  addition  to  meprobamate,  the 
drugs  were  amobarbital  (Amytal),  chlorpromazine  (Thorazine),  benacty-  iff 
zine,  and  a preparation  containing,  among  other  things,  Rauwolfia. 
Thirty-three  patients  responded  favorably  to  amobarbital,  twenty-five  to 
meprobamate,  twenty-five  to  the  Rauwolfia  preparation,  nineteen  to 
chlorpromazine,  and  eighteen  to  benactyzine.  But  twenty-two  patients 
responded  just  as  favorably  to  the  placebo. 


Physical  pain,  as  well  as  mental  anguish,  is  amenable  to  placebo  therapy. 
Its  susceptibility  has  been  established  by  numerous  double-blind  investi- 
gations, including,  as  it  happens,  the  first.  In  their  introductory  study  of  n 
1937,  Harry  Gold  and  his  associates  compared  the  effectiveness  of  twoj 
conventional  analgesics  (theobromine  and  aminophylline)  with  that  of  al 
placebo  in  the  treatment  of  cardiac  pain.  They  found  “no  appreciable 
difference.”  In  1950,  a similar  study,  undertaken  by  a team  that  again  utl 
included  Gold,  produced  exactly  the  same  result.  Khellinine,  a drug  de 
rived  from  bishop’s-weed,  had  earlier  been  informally  described  in  the  i 
pages  of  the  American  Heart  Journal  as  a superior  means  of  relieving  the  f 
pain  of  angina  pectoris.  Gold  and  his  collaborators  subjected  khellinine  td 
a formal  double-blind  evaluation,  and  found,  as  they  reported  to  the 
American  Journal  of  Medicine , that  its  powers  were  no  greater  than  those  ol  lit 
the  placebo.  Of  thirty-nine  patients  participating  in  the  test,  slightly  monj 
than  a third  obtained  complete  relief  from  both.  A drug  no  more  effective! |arr 
than  a placebo  is,  like  a placebo,  no  drug  at  all.  If  khellinine  had  trul)! 
possessed  the  analgesic  vigor  envisioned  by  its  original  proponents,  the!  •; 
result  of  Gold’s  evaluation  would  have  been,  of  course,  quite  different.  The!  p 
khellinine  would  have  relieved  the  pain  of  not  merely  a third  but  all  (or 
practically  all)  the  patients  who  received  it.  In  1953,  a control  appraisal  oil  n 
the  usefulness  of  the  anticoagulant  heparin  in  blocking  cardiac  pain,  alsci  fosj 
reported  to  the  American  Journal  of  Medicine , again  affirmed  the  power  oj  ; i 
the  placebo.  A third  of  one  group  of  patients  were  relieved  of  pain  by  intrai  p 
venous  injections  of  heparin.  But  so  were  a third  of  a group  who  receivec)  || 
injections  of  saline  solution.  (Heparin  has  since  been  returned  to  its  propej  fp0 
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Imction  as  a specific  anticoagulant.)  And  so — according  to  a report  pub- 
shed  in  the  Annals  of  the  New  York  Academy  of  Science  in  1949 — were  five 
' nineteen  cardiac  patients  who  were  maintained  for  several  weeks  on 
ctose  tablets  alone. 


le  pain  of  coronary-artery  disease  is  not  the  only  pain  over  which  the 
acebo  has  a certain  sovereignty.  It  can  also  blunt  the  agonizing  pain  that 
'ten  follows  major  surgery.  “In  [thirteen]  studies  of  severe,  steady  post- 
xrative  wound  pain,”  Henry  K.  Beecher,  professor  of  anesthesiology  at 
arvard  University  Medical  School,  notes  in  a recent  report  to  the  Journal 
rthe  American  Medical  Association,  “we  have  found  that  rather  constantly 
irty  per  cent  or  more  of  these  individuals  get  satisfactory  pain  relief  from 
placebo.”  (“Satisfactory  relief”  is  defined  by  Beecher  as  “fifty  per  cent  or 
ore  relief  of  pain  at  two  checked  intervals-— forty-five  and  ninety  minutes 
'ter  administration  of  the  agent.”)  A total  of  four  hundred  and  fifty- three 
en  and  women,  all  patients  at  Massachusetts  General  Hospital,  parti- 
pated  in  these  tests.  The  number  of  patients  who  obtained  relief  ranged 
om  a low  of  fifteen  per  cent  in  one  study  to  a high  of  fifty-three  per  cent  in 
lother.  Moreover,  Beecher  adds,  the  studies  produced  “strong  evidence 
iat  placebos  are  far  more  effective  in  relieving  early  postoperative  wound 
tin  when  [the  pain]  is  severe  than  when  it  is  less  so.”  The  impact  of  the 
I acebo  on  clinical  headache,  according  to  a classic  study  conducted  by 
, M.  Jellinek,  professor  of  biometrics  at  the  Yale  School  of  Medicine,  in 
>46,  is  even  more  emphatic.  In  this  study,  a hundred  and  ninety-nine 
:neral-hospital  patients  were  regularly  given  a lactose  placebo  upon 
)mplaint  of  headache.  Approximately  sixty  per  cent  of  the  patients  re- 
nted prompt  relief.  Stewart  Wolf,  of  the  University  of  Oklahoma  School 
■ Medicine,  and  Harold  G.  Wolff,  professor  of  medicine  at  the  Cornell 
diversity  Medical  College — in  a monograph  entitled  “Headaches’ ’—cite 
1 arresting  instance  of  how  promptly  a placebo  may  act.  “A  forty-three- 
ar-old  businesswoman,  who  had  dedicated  much  of  her  life  to  a dom- 
eering  and  often  disapproving  mother  whom  she  said  she  ‘adored,’ 
:gan  to  realize  as  she  talked  [in  a psychiatric  consultation]  that  she  really 
sented  her  mother’s  tyranny,”  they  recount.  “Pulse  recordings  made 
om  the  right  superficial  temporal  artery  were  of  relatively  low  amplitude 
first  . . . but  as  she  [continued  to  speak  of  her  mother],  the  recorded 
acing  of  a cranial  artery  pulsation  increased  in  amplitude.  A pounding 
;gan  on  the  right  side  of  her  head.  Within  a few  minutes,  she  had  a full- 
lown  [migraine]  headache.  At  the  height  of  her  headache,  [she  was  given] 
'hypodermic  injection  of  dilute  salt  water  ....  She  was  told  that  it  was  a 
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powerful  drug  which  could  constrict  her  arteries  and  remove  the  pain. 

It  did.  “Almost  immediately,”  the  report  goes  on,  “the  headache  began  to 
subside  and  within  a few  minutes  was  gone  entirely.  At  the  same  time  the 
recorded  artery  pulsation  [demonstrably]  reduced  in  amplitude.”  Another 
pain  syndrome  that  readily  responds  to  placebo  therapy  is  that  of  rheuma- 
toid arthritis.  “The  number  of  rheumatic  patients  found  to  benefit  from 
placebos  is  about  the  same  as  the  number  favorably  influenced  by  salicy- 
lates [aspirin  and  related  salicylic-acid  compounds]  or  even  cortisone,” 

E.  F.  Traut  and  E.  W.  Passarelli,  investigators  at  the  arthritis  clinic  of  the 
Cook  County  Hospital,  in  Chicago,  recently  reported  to  the  Annals  of  the 
Rheumatic  Diseases.  “Eighty-eight  patients  were  studied  in  detail.  Lactose 
placebo  tablets  [taken  after  each  meal]  benefited  one  half  of  all  patients— 
twelve  per  cent  of  them  for  longer  than  six  months.  Placebo  tablets  bene 
fited  most  of  the  patients  with  the  severer  grades  of  arthritis.  Placebo 
injections  benefited  sixty-four  per  cent  of  thirty-nine  patients  resistant  to 
placebo  tablets.”  In  addition  to  relief  of  pain  and  “stiffness,”  the  benefits 
included  improvement  in  sleeping,  eating,  bowel  action,  and  general  well- 
being. A reduction  in  swelling  was  also  noted  among  most  of  the  responsive||w 
patients.  This,  the  authors  pointed  out,  was — like  the  artery  constriction 
observed  by  Wolf  and  Wolff — a “purely  objective  improvement.” 


jnp 


Other  investigators  have  reported  equally  pure  objective  reactions  tc 
placebos  in  other  ailments.  One  of  these  is  motion  sickness.  In  an  experi- 
ment described  in  the  Bulletin  of  the  Johns  Hopkins  Hospital  in  1949,  two  “ 
Johns  Hopkins  clinicians — L.  N.  Gay  and  P.  E.  Carliner — induced  motion; 
sickness  in  a panel  of  thirty-three  volunteers.  When  the  patients  were  pro- 
perly prostrated,  each  was  given  a lactose  placebo.  Within  thirty  minutes, 
more  than  half  of  them  (approximately  fifty-eight  per  cent)  were  visibly 
recovered.  They  had  ceased  to  vomit,  they  were  no  longer  cold  and  clammy, 
and  the  ghastly  pallor  characteristic  of  such  seizures  had  been  replaced  by 
normal  color.  Gastric  hyperacidity,  according  to  a study  reported  by 
Stewart  Wolf  and  a group  of  associates  to  Gastroenterology  in  1952,  is 
another  condition  that  manifestly  yields  to  placebo  therapy.  The  study  was 
done  on  a patient  with  a gastric  fistula  (an  opening  into  the  stomachs 
through  the  abdominal  wall),  and  consisted  of  thirteen  trials.  On  eight 
occasions,  the  observers  noted,  the  administration  of  a placebo  produced  a 
measurable  decrease  in  the  gastric  acid  level.  Two  independent  studies — j 
one  by  B.  R.  Hillis,  assistant  in  the  Department  of  Materia  Medica  and 
Therapeutics  at  the  University  of  Glasgow,  and  the  other  by  J.  S.  Graven- 
stein,  resident  physician  at  the  Massachusetts  General  Hospital,  and  a 
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h | roup  of  associates — have  demonstrated  the  power  of  the  placebo  to  sup- 
uij-ess  cough.  Hillis,  whose  study  was  published  in  the  Lancet  in  1952, 
e{  duced  coughing  fits  in  six  volunteers.  Four  of  them  were  quickly  relieved 
)|1  / a subcutaneous  injection  of  saline  solution.  The  Gravenstein  study— 
ill  I ported  to  the  Journal  of  Applied  Physiology  in  1954 — involved  forty- 
frj  ght  patients  with  clinical  cough.  A lactose  placebo  was  effective  in 
ilBghteen  members  (or  about  forty  per  cent)  of  the  group.  The  placebo  can 
rJ  so  conspicuously  cure  the  common  cold.  Or  so  Harold  S.  Diehl,  dean  of 
f M edical  sciences  at  the  University  of  Minnesota,  reported  to  the  Journal 
jl  f the  American  Medical  Association  in  1933.  Thirty-five  of  a hundred 
(M ludent  victims  of  acute  attacks  whom  he  treated  with  lactose  tablets  were 
J-omptly  freed  of  their  sniffles,  fever,  and  malaise. 


or  are  these  several  soothing  services  the  only  measure  of  the  placebo’s 
ide-ranging  power.  They  merely  manifest  one  aspect  of  it.  It  has,  no  less 
nphatically,  another,  and  harsher,  side.  Toxic  placebo  effects  as  real  as 
lose  produced  by  any  genuine  drug  have  been  recorded  by  many  investi- 
tors  in  the  field.  As  a rule,  like  most  other  drug-induced  dishevel ments, 
ese  effects  are  relatively  mild.  In  one  of  the  numerous  studies  undertaken 
/ Beecher  and  his  associates  at  Harvard,  thirty-six  of  seventy-two  partici- 
iting  patients  were  made  drowsy  by  a lactose  tablet.  Seven  actually  fell 
deep.  Of  ninety-two  patients  in  another  Beecher  study,  twenty-three 
veloped  headache  following  the  administration  of  a placebo.  Fourteen 
hers  complained  of  mental  confusion.  Nine  were  nauseated.  Nausea, 
>gether  with  faintness  and  diarrhea,  was  also  reported,  after  treatment,  by 


list 


seven  of  the  hundred  Minnesota  students  in  Diehl’s  common-cold  experi- 
ment. Serious  reactions  are  not,  however,  unknown.  Three  of  thirty-one 
patients  in  a test  conducted  by  Stewart  Wolf  became  violently  ill.  “One  of 
the  three,”  he  recounts,  “had  sudden  overwhelming  weakness,  palpitation 
and  nausea  within  fifteen  minutes  of  taking  her  tablets.  In  a second  patient, 
a diffuse,  itchy,  erythematous  maculopapular  rash  developed  after  ten  days 
of  taking  [placebo]  pills.  A skin  consultant  considered  the  eruption  to  be  a 
typical  dermatitis  medicamentosa  [or  drug-induced  reaction].  After  use  of 
the  pills  was  stopped,  the  eruption  quickly  cleared.  In  a third  patient 
within  ten  minutes  of  taking  her  pills,  epigastric  pain  developed,  followed 
by  a watery  diarrhea,  urticaria  [hives],  and  angioneurotic  edema  of  the 
lips.”  In  an  evaluation  of  streptomycin  as  an  adjunct  to  chest  surgery, 
made  by  William  B.  Tucker,  director  of  the  tuberculosis  service  of  the 
Veterans  Administration  Central  Office,  in  Washington,  two-thirds  of  a! 


group  of  patients  who  received  only  placebos  developed  every  sign  (in 
eluding  blood-cell  changes  and  hearing  loss)  of  streptomycin  toxicity.  And 
Arthur  Shapiro,  whose  strictures  against  the  indiscriminate  use  of  placebos  h 
have  already  been  mentioned,  has  reported  a case  in  which  a lactose 
placebo  brought  about  a shattering  impairment  of  liver  function. 


. 


Although  the  placebo  is  rightly  reckoned  an  agent  of  infinite  range,  thejity 
powers  it  manifests  are  less  than  absolute.  In  contrast  to  the  results  obtain 
ed  by  a genuine  drug,  its  potential  reach  exceeds  its  predictable  grasp.  The 
effectiveness  of  the  placebo  is  almost  chaotically  variable.  It  is  determined 
by  the  interplay  of  several  multifaceted  forces.  Environment  has  an  im 
portant  bearing  on  the  result.  A placebo  administered  in  a hospital,  where 
the  patient  lies  surrounded  by  symbols  of  authority  and  care,  is  more  likelj 
to  have  an  effect  than  one  taken  by  someone  alone  at  home.  Another  factoi 
is  the  amount  of  stress  engendered  by  the  complaint.  Placebos  are  “mosi 
effective  when  the  stress  (anxiety  or  pain,  for  example)  is  greatest,”  Beechei 
has  postulated.  There  is  no  ready  explanation  of  this  phenomenon.  Om 
possibility  is  that  the  ability  to  respond  to  suggestion  increases  with  th< 
urgency  of  the  desire  for  relief — for,  as  Beecher,  among  others,  has  alsc 
observed,  the  power  of  the  placebo  tends  to  slacken  with  use  and  diminish 
ing  need.  On  the  other  hand,  it  may  simply  be  that  exquisite  stress,  in  th( 
form  of  fear  or  foreboding,  is  itself  a product  of  suggestion,  and  hence  i: 
exquisitely  amenable  to  counter-suggestion.  A third,  and  crucial,  factoi 
involved  in  the  placebo  effect  is  the  nature  of  the  patient.  “There  arc 
personality  characteristics  and  habits  of  mind  which  predispose  a person  tc 
respond  to  a placebo,”  Louis  Lasagna,  professor  of  clinical  pharmacolog) 
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id  medicine  at  the  Johns  Hopkins  University  School  of  Medicine,  has 
jited.  “The  psychological  predisposition  to  respond  is  probably  present  in 
arying  degrees  in  all  of  us.  But  some  persons  are  very  likely  to  respond 
ositively  in  a wide  variety  of  situations.  Others  will  almost  never  respond, 
hatever  the  situation.”  In  Lasagna’s  opinion,  which  is  shared  by  most 
|ivestigators  in  the  field,  the  traits  that  distinguish  the  former  group  have  a 
rong  neurotic  cast.  The  people  most  receptive  to  the  magnetic  pull  of  faith 
:nd  to  be  “emotionally  expressive  and  to  speak  freely,  most  frequently  of 
lemselves  and  their  problems.”  They  exhibit  “somatic  symptoms  (nervous 
omach,  diarrhea,  headache)  during  periods  of  stress,”  and  are  habitual 
bnsumers  of  cathartics  and  aspirin.  They  are  “anxious,  self-centered,  and 
notionally  labile.”  Few  of  them  are  college  graduates,  and  most  are 
jgular  churchgoers.  Such  factors  as  sex  and  age  appear  to  be  irrelevant.  So 
woes  intelligence.  The  trait  that  chiefly  distinguishes  those  who  seldom 
i|  ;spond  to  the  placebo  is  emotional  stability.  That  and  sophistication. 
k 


ist  how  the  placebo  achieves  its  effects  has  not  yet  been  determined.  Some 
venty  years  of  intensive  research  have  established  little  more  than  the 
gor,  the  variety,  and  the  limitations  of  the  phenomenon.  The  nature  of  the 
sural  alchemy  that  enables  the  credulous  mind  to  transmute  illusion  into 
;,t  ;ality  remains  very  largely  obscure.  Its  significance,  however,  seems  clear 
ii  lough.  It  indicates  that  medicine,  despite  a century  of  scientific  progress, 
ftill  an  art  as  well  as  a science.  It  also  suggests  the  composition  of  the 
lany  therapeutic  triumphs  of  other,  less  rational  approaches  to  the 
eatment  of  disease. 


mm 


BUMS,  ON  WAKING 


Bums,  on  waking. 

Do  not  always  find  themselves 
In  gutters  with  water  running  over  their  legs 
And  the  pillow  of  the  curbstone 
Turning  hard  as  sleep  drains  from  it. 

Mostly,  they  do  not  know 


But  hope  for  where  they  shall  come  to. 
The  opening  of  the  eye  is  precious, 


And  the  shape  of  the  body  also, 

Lying  as  it  has  fallen, 

Disdainfully  crumpling  earthward 
Out  of  alcohol. 

Drunken  under  their  eyelids 

Like  children  sleeping  toward  Christmas, 


by  James  Dickey 


ILLUSTRATED  BY  HEATHER  COOPER 


They  wait  for  the  light  to  shine 
Wherever  it  may  decide. 


Often  it  brings  them  staring 
Through  glass  in  the  rich  part  of  town. 
Where  the  forms  of  humanized  wax 
Are  arrested  in  midstride 
With  their  heads  turned,  and  dressed 
By  force.  This  is  ordinary,  and  has  come 


To  be  disappointing. 
They  expect  and  hope  for 


Something  totally  other: 

That  while  they  staggered  last  night 
For  hours,  they  got  clear, 

Somehow,  of  the  city;  that  they 

Have  burst  through  a hedge,  and  are  lying 

In  a trampled  rose  garden, 


Pillowed  on  a bulldog’s  side, 

A watchdog’s,  whose  breathing 


Is  like  the  earth’s,  unforced — 

Or  that  they  may,  once  a year 
(Any  dawn  now),  awaken 
In  church,  not  on  the  coffin  boards 
Of  a back  pew,  or  on  furnace-room  rags, 
But  on  the  steps  of  the  altar 


Where  candles  are  opening  their  eyes 
With  all-seeing  light 


And  the  green  stained  glass  of  the  windows 
Falls  on  them  like  sanctified  leaves. 

Who  else  has  quite  the  same 
Commitment  to  not  being  sure 
What  he  shall  behold,  come  from  sleep — 
A child,  a policeman,  an  effigy? 
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-all  of  the  patients  or  all  of  the  people? 


by  Alexander  Macpherson 


There  exists  in  health  care  today  the  conflict  between  what  is  best  for  the 
individual  and  what  is  best  for  society;  the  dilemma  of  who  should  be 
treated  and  who  should  make  treatment  decisions.  My  purpose  here  is  to 
'discuss  the  social  and  political  issues  confronting  health-care  professionals 
today,  as  well  as  to  examine  the  elements  necessary  in  providing  them  with 
an  effective  decision-making  structure. 

One  example  of  a health-care  organization  facing  problems  in  health 
planning  is  the  Addiction  Research  Foundation  of  Ontario.  The  Founda- 
tion’s goals  are  to  enable  the  people  of  Ontario  to:  (a)  achieve  the  best 
possible  solutions  to  the  issues  raised  by  the  use  of  psychoactive  substances ; 
(b)  reduce  the  number  of  persons  who  use  alcohol  or  any  other  drug  in 
harmful  ways;  and  (c)  help  all  those  adversely  affected  by  alcohol  or  any 
other  psychoactive  substance.  These  goals  clearly  spell  out  the  Founda- 
tion’s responsibility — to  insure  that  treatment  is  available  to  all  persons 
iwho  use  alcohol  or  any  other  drug  in  a harmful  way.  It’s  that  “all”  that 
creates  the  problems. 

Clearly,  resources  do  not  exist  to  provide  physical  examinations,  individual 
:ounselling,  social  work  follow-up,  psychological  testing,  vocational 


Dr.  Macpherson  is  an  Associate  Professor  of  Psychiatry  at  McMaster  Medical  Centre  in 
Hamilton.  From  a speech  “Planning  for  Progress”  delivered  to  the  Annual  Meeting  of 
the  Hamilton  Region  of  the  Addiction  Research  Foundation,  January  29,  1972. 


counselling,  and  all  the  other  components  that  go  into  a total  “push” 
program  for  treating  the  alcoholic.  Decisions  must  be  made  and  priorities 
set.  In  the  field  of  alcoholism,  this  tends  to  be  done  by  the  patient  himself. 
Fortunately  for  treatment  agencies,  there  is  a high  degree  of  non-compli- 
ance with  regimens  laid  down  by  the  health  professionals  and,  in  general, 
those  alcoholics  who  will  co-operate  are  treated.  Does  this,  however, 
execute  the  mandate?  I think  not.  Clearly,  this  direction  to  provide  help  for 
all  involves  the  necessity  of  reaching  those  who  are  not  being  reached  by 
current  treatment  methods.  However,  providing  treatment  for  this  group 
may  prove  more  expensive  and  time  consuming,  and  may  diminish  what 
can  be  done  for  those  who  can  and  are  able  to  co-operate. 

Here,  then,  is  the  problem  facing  the  total  health  care  system:  the  require- 
ment for  universality — the  principle  of  comprehensiveness  combined  with 
the  necessity  of  providing  this  service  within  a finite  budget. 

Given  these  elements,  the  health-care  administrator  must  be  concerned 
with  the  distribution  of  services  and  the  setting  of  priorities.  It  is  his  ob- 
jective  to  provide  as  good  a service  as  possible  to  as  many  people  as  i 
possible.  On  the  other  hand,  if  we  look  at  the  provider  of  health  care,  we  j 
see  a different  picture.  The  health-care  professional,  whether  he  is  on  salary 
or  on  a fee-for-service  basis,  sees  his  prime  responsibility  not  to  society  as  a 
whole  but  to  his  patient.  This  is  a laudable  point  of  view,  particularly  if  you 
happen  to  be  the  patient.  Furthermore  he  generally  operates  independently  | 
of  other  health  costs.  He  has  no  financial  responsibility  for  treatment 
decisions  he  makes  about  his  patient;  he  receives  no  direct  benefit  from 
decreasing  his  patient’s  length  of  stay  in  hospital  or  from  minimizing 
laboratory  investigation;  and  until  recently  there  certainly  has  been  little 
pressure  on  him  to  modify  his  services  in  keeping  with  rising  health-care 
costs.  He  takes  the  highly  defensible  position  that  his  prime  concern  is  for 
his  patient,  for  the  individual  under  his  care.  The  health-care  administrator 
takes  perhaps  an  equally  defensible  position,  that  his  concern  is  for  all 
patients — for  the  population  of  a community  rather  than  for  the  individual. 

Not  only  does  this  dilemma  apply  to  the  question  of  who  should  be  treated, 
it  also  applies  to  treatment  decisions.  Consider  the  situation  daily  facing 
psychiatrists.  We  know  that  profoundly-depressed  patients  have  about  one 
chance  in  six  of  dying  from  suicide  in  their  lifetime  as  opposed  to  something 
like  one  chance  in  5,000  for  the  general  population.  We  also  know  that  of 
patients  presenting  at  hospital  following  a suicide  attempt,  approximately 


1 % will  die  from  suicide  within  a year.  If  we  consider  the  preservation  of 
life  as  the  main  objective  of  the  psychiatrist,  it  would  make  sense — in 
terms  of  protecting  the  individual — to  hospitalize  for  long  periods  of  time 
profoundly-depressed  people  and  people  who  have  attempted  suicide.  This 
is  not  current  practice.  The  psychiatrist  quite  consciously  decides  that  the 
collective  good  of  releasing  99  patients  into  the  community  outweighs  the 
individual  bad  resulting  from  one  of  these  patients  killing  himself. 

Can  health  professionals  resolve  this  general  dilemma,  which  is  reflected 
daily  in  specific  problems?  I think  not.  We  have  only  to  look  around  to 
reject  this  point  of  view.  The  free  enterprise  system  has  not  provided  health 
care  to  remote  communities,  increased  life  expectancy,  or  decreased  infant 
mortality  to  the  extent  one  might  have  expected  given  the  financial  cost.  It 
has  also  neglected  the  poor  in  large  cities.  Indeed,  the  English  economist, 
Titmus,  in  an  analysis  of  systems  of  collecting  and  distributing  blood  for 
transfusion  has  raised  serious  doubts  as  to  the  efficacy  of  a market  economy 
in  this  area  of  health-care  delivery,  and  by  extension  perhaps  in  all  areas  of 
health-care  delivery.  Titmus  postulates  that  the  greater  the  price  paid  for 
blood,  the  greater  the  incentive  for  the  donor  to  misrepresent  the  quality  of 
his  blood  and,  therefore,  the  greater  the  likelihood  of  adverse  reactions  to 
transfusions.  He  proves  his  hypothesis  to  my  satisfaction  using  figures  from 
many  countries  of  the  world. 

Past  failure  need  not,  of  course,  be  a reflection  on  the  present  situation. 
There  is  ample  evidence  that  physicians  are  socially  aware.  In  my  view, 
appropriate  structures  do  not  exist  in  our  society  to  translate  the  health 
goals  of  a community  into  appropriate  action. 

S' 

If  we  reject  the  health  professional  in  isolation  as  a decision  maker,  we 
have  at  our  disposal  two  other  models  of  decision  making.  These  can  be 
labelled  roughly  as  the  centralizing  model  and  the  local  control  model. 

In  a centralized  model,  decisions  as  to  the  distribution  of  health  care  are 
made  by  an  elite  of  experts  who,  in  general,  will  attempt  to  achieve  uni- 
formity over  large  numbers  of  people  and  be  more  concerned  with  ef- 
ficiency than  with  individuals.  Who  are  the  elite  technocrats?  In  Ontario, 
i they  would  probably  fall  into  two  groups — those  employed  by  the  govern- 
ment and  those  employed  by  the  universities.  Since  the  universities  these 
days  are  in  fact  funded  by  government,  perhaps  these  two  technocratic 
i systems  are  not  as  different  as  one  might  hope.  There  is  a third  force — the 


23 
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private  granting  foundations  who  fund  researchers  (usually,  but  not 
necessarily)  within  universities  and  independent  of  government.  In  Ontario, 
we  are  fortunate  in  having  a new  body  of  this  sort — the  Ontario  Medical 
Foundation — that  I understand  will  be  attempting  research  in  health  care 
independent  of  government,  but  in  close  association  with  the  medical  pro- 
fession. Under  this  model  an  elite  in  government  administration  requests' 
advice  on  medical  problems  and  implements  policy  on  this  basis.  Few 
people  are  involved  and  the  ordinary  citizen  lacking  information  and  access 
to  the  corridors  of  power  cannot  participate  in  the  process  except  after 
four  or  five  years  through  his  vote. 

Under  the  decentralized  process  (the  local  control  model)  health  care  is 
controlled  by  the  people.  Who  the  people  are  is  not  too  clearly  defined.  In 
general,  they  are  a group  of  between  15,000-75,000  people  with  a common; 
geographic  base  and  common  interests.  Although  the  population  base  is 
substantially  smaller,  this  is  part  of  the  model  being  proposed  for  some 
community  clinics.  One  problem  with  the  decentralized  approach  to! 
decision  making  is  lack  of  information.  A union-run  mental  health  clinic  in 
the  U.S.  closed  its  doors  when  the  Board  insisted  that  the  psychiatrists  use 
nicotinic  acid  (a  vitamin  preparation)  in  the  treatment  of  schizophrenia,  i 
The  physicians,  believing  this  to  be  an  ineffective  treatment,  decided  they 
could  not  operate  under  such  conditions  and  left.  The  democratic  process, 
too,  is  unduly  sensitive  to  what  might  be  called  symbolic  influence.  By 
symbolic  influence,  I mean  the  situation  where  a single  case  becomes  a 
cause  celebre  resulting  in  decisions  not  necessarily  aligned  with  overall 
goals.  For  example,  an  alcoholic  dying  in  a jail  cell  may  result  in  the 
establishment  of  detoxication  centres  which  absorb  so  much  professional 
time  and  money  that  an  industrial  prevention  program,  which  may  be 
much  more  effective  in  reducing  the  overall  number  of  alcoholics,  has  to 
be  cut  back. 

This,  then,  is  the  problem.  There  exists  in  health  care  today  a conflict  be- 
tween what  is  best  for  an  individual  and  what  is  best  for  society.  This  conflict 
cannot  be  resolved  in  a general  way,  but  must  be  approached  as  each  : 
situation  presents  itself.  Health  professionals  cannot  provide  the  answers. 
Bureaucrats  and  technocrats  cannot  provide  the  answers.  The  democratic 
process,  by  itself,  cannot  provide  the  answers. 

Let  us  therefore  examine  the  necessary  elements  to  provide  an  effective 
decision-making  structure.  First,  health  care  today  must  be  guided  by  the 
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: leeds  and,  to  some  extent,  the  demands  of  the  population.  These  are  non- 
miform — the  needs  in  a large  city  differ  substantially  from  those  in  a 
mailer  community.  Control  of  the  health-care  system  must,  therefore,  be 
iecentralized  to  as  small  political  units  as  are  feasible.  Second,  there  must 
prl  De  adequate  information  input.  In  the  past  decade  our  evaluation  techni- 
i®|  pies  of  health  care  have  become  increasingly  sophisticated.  A new  breed  of 
lealth  researcher,  the  Clinical  Epidemiologist,  has  come  to  the  fore.  We 
xq|  ieed  a continuous  monitoring  of  community  health  needs  with  rapid  feed- 
aft|  :>ack  from  the  information  gatherers  to  the  decision  makers  and  providers. 
This  has  already  been  done  in  the  model  of  communicable  disease.  Its 
feasibility  and  application  in  other  areas  of  disease  is  only  in  its  infancy. 
Third,  all  sectors  must  be  represented  in  the  decision-making  body — the 
technocrat,  the  consumer,  the  politician,  and  (of  course)  the  provider. 


The  Hamilton  District  Health  Council  is  set  up  on  just  these  lines.  It  plans 
oral  for  services  for  500,000  people,  a realistic  number  when  considering 
specialty  care,  but  far  too  large  when  it  comes  to  primary  care.  Nevertheless, 
iciffthis  community  is  leading  the  way  in  developing  a decentralized  model  of 
health-care  delivery.  The  Foundation,  too,  has  a good  track  record.  The 
strategy  of  decentralized  branches  and  centres  with  local  boards  and  lay 
advisory  boards  has  paid  dividends  in  relevance  and  responsiveness  to 
community  needs. 


:$i  It  seems  clear  to  me,  then,  that  health  professionals  will  have  to  relinquish 
ral  jsome  of  their  traditional  authority  to  the  public.  Agencies  providing  health 
til  :are  will  have  to  become  responsive  to  specific  community  needs.  By  this 
nil  imeans  we  can  continue  to  ensure  that  people  get  the  individual  care  they 
li  need  and  demand,  while  at  the  same  time  fulfilling  the  more  general 
t«  requirements  of  society. 


k 

III’! 


27 


by  V.  Alton  Dohner 


Dr.  Dohner  is  with  the  Medical  Services  Branch,  Billings  Area  Indian  Health  Services 
and  the  Department  of  Medicine,  University  of  Washington  School  of  Medicine,  This 
article  appeared  in  the  Journal  of  Drug  Education,  Vol.  2 (1),  pp.  3-22,  March,  1972. 
Copyright  © 1972,  Baywood  Publishing  Co.,  Inc.  Reprinted  by  permission. 


-a  new  approach  to  drug  education 

Students  of  behavior  have  noted  a common  tendency  in  child  rearing 
practices  of  the  animal  kingdom.  The  parents  prevent  undesirable  behavior 
?y  diverting  the  attention  of  their  young  toward  an  acceptable  activity.  This 
provision  of  alternative  behavior  appears  to  have  a positive  effect  upon 


healthy  development  of  the  young.  We  humans  need  any  help  we  can  get  to  If 
prevent  drug  abuse  and  can  ill  afford  to  ignore  such  excellent  guidance. 

Tactics  for  Drug  Education 

The  ultimate  goal  of  any  drug  education  program  should  be  the  responsible  [U 
use  of  potent,  and  potentially  dangerous  substances.  A secondary  goal  is  the  f ' 
prevention  of  drug  abuse  and  drug  dependency.  An  added  bonus  might  be  ; 
the  alleviation  of  some  existing  alcoholism  or  other  drug  dependency.  How  it 
can  we  accomplish  these  goals  and  achieve  these  social  benefits? 

One  approach  is  to  use  the  scare  technique , stressing  known  effects  andii 
side-effects  plus  possible  long  and  short-term  effects.  To  be  an  effective® 
approach  the  incidence  of  side-effects  should  be  discussed  in  relation  to  the* 
frequency  and  incidence  of  use.  The  approach  must  include  accurate* 
statistics  and  reproducible  research  results,  not  conjecture  or  quotes  taken* 
out  of  context.  Two  pitfalls  to  be  avoided  in  presenting  scare  materials  areB 
the  assumptions  “Possibility  equals  Probability”  and  “Correlation  equals  B 
Cause.”  The  recitation  of  horrors  or  myths  too  often  produces  disrespectB 
and  incredibility.  To  avoid  creating  interest  rather  than  disinterest  the* 
scare  technique  must  be  used  judiciously.1 

A second  technique  is  the  rational,  matter-of-fact  presentation  of  scientific  B 
fact  with  the  admission  that  much  of  our  knowledge  is  incomplete.  These  B 
presentations  should  be  many-sided  with  emphasis  on  giving  objective  B 
evidence  and  providing  a logical  basis  for  decisions.  Discussions  should* 
include  personal  and  cultural  preferences  for  certain  drugs,  plus  the  social,* 
political,  legal,  and  philosophical  questions  associated  with  use  of  various  B 
agents.  Opposing  points  of  view  should  be  presented  and  examined  with  p 
impartiality.  Users,  ex-users,  and  non-users  can  present  and  discuss  their  Bj 
ideas  about  the  various  drugs  before  small  groups. 

A third  technique  is  to  discuss  the  styles  of  drug  use  and  the  motives* 


" The  alternatives  to  drug  abuse*) 
also  alternatives  to  the  distresses  1 i 
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discomfort  which  lead  to 
self-destructive  behavh 


involved  in  this  use.  Any  discussion  of  motives  must  include  the  fact  that 
these  motives  are  similar  for  adults  and  youth.  Emphasis  must  be  given  to 
the  fact  that  the  majority  of  drug  users  are  not  irresponsible,  disaffected, 
alienated,  or  mentally  ill.  What  should  be  stressed  is  that  they  are  all 
attempting  to  alter  the  reality  of  their  existence  in  one  way  or  another.2 

A final,  infrequently  advertised  or  utilized  approach  is  offering  non- 
chemical alternatives  to  drug  use  and  drug  abuse.  In  all  the  reams  of 
materials  concerning  drug  abuse  in  our  society  I have  found  only  two 
articles  and  books  whose  titles  stress  alternative  behavior.  Alternatives  are 
mentioned  in  a few  other  articles,  however,  without  enough  amplifi- 
cation.3"7 


Realities 

To  offer  alternatives  to  drug  abuse  requires  accepting  certain,  perhaps 
unpleasant,  realities. 

Reality  I:  The  use  of  mood-altering  substances  is  usually  pleasurable. 
People  use  drugs  to  “feel  better”  or  to  “get  high.”  Individuals  experiment 
with  drugs  out  of  curiosity  or  hope  that  the  drugs  can,  in  some  way,  make 
them  feel  better.  People  abuse  drugs  due  to  personal  deficiencies. 

Reality  II:  People  start  and  continue  to  use  (abuse)  drugs  because  they 
want  to  do  so,  not  because  of  some  intrinsic  nature  of  the  drug. 

Reality  III : Drugs  do  not  compel  behavior.  They  may  lessen  inhibitions  or 
interfere  with  logical  thinking,  thus  allowing  unusual  behavior.  However, 
drugs  do  not,  of  themselves,  produce  any  actions  by  the  person. 

Reality  IV:  Psychological  dependence  results  when  the  drug  effect  fills  a 
need  or  is  a people  substitute.  Any  activity  or  agent  which  gives  pleasure  or 
relieves  discomfort  may  be  associated  with  psychological  dependence. 

Reality  V:  Drug  users  are  not  necessarily  immature,  immoral,  irresponsible, 
socially  disadvantaged,  alienated,  rebellious,  or  mentally  ill.  Drug  use  is  a 
part  of  the  continuum  of  human  existence. 

Reality  VI:  All  use  of  illegal  or  socially  disapproved  drugs  is  not  necessarily 
abusive,  much  less  addictive.  Some  legal  drug  use  is  abusive  because  it 
produces  physical,  psychological,  or  social  damage. 
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Reality  VII : The  important  factor  in  many  forms  of  pleasure  seeking 
gratification)  behavior  is  the  resultant  change  in  the  mood  or  conscious- 
less  of  the  person. 

Reality  VIII : Our  society  appears  to  stress  experience  as  a prerequisite  for 
maturity.  Some  drugs  are  alleged  to  give  experience  quickly,  painlessly,  and 
jffortlessly. 

Reality  IX:  Individuals  do  not  stop  using  mood-altering  substances  or 
Dleasure-seeking  behavior  until  they  discover  something  better. 

Reality  X:  The  alternatives  to  drug  abuse  are  also  alternatives  to  the 
distresses  and  discomfort  which  lead  to  any  self-destructive  behavior. 

Requisites 

To  be  acceptable  and  attractive,  any  alternatives  we  offer  must  be  realistic, 
attainable  and  meaningful.  Any  proposed  alternative  must  assist  people  to 
find  self-understanding,  improved  self-image,  feeling  of  significance, 
expanded  awareness,  or  new  experiences  which  they  seek  through  drugs. 
These  alternatives  must  also  meet  other  criteria : 

1 . they  must  contribute  to  individual  identity  and  independence ; 

2.  they  must  offer  active  participation  and  involvement ; 

3 . they  must  offer  a chance  for  commitment ; 

4.  they  must  provide  a feeling  of  identification  with  some  larger  body 
of  experience ; 

5.  some  of  the  alternatives  must  be  in  the  realm  of  the  noncognitive 
and  the  intuitive.3’  4 

Other  alternatives  may  need  to  provide  a way  to  transcend  day  to  day 
routines  such  as  job  or  education.  The  ultimate  effect  is,  to  quote  Herbert 
Otto,  to  help  the  person  “discover  and  make  maximum  use  of  his  poten- 
tialities— the  range  of  his  strengths,  capacities,  and  capabilities.”8 

Alternatives 

The  areas  which  can  be  offered  as  alternatives  to  drug  abuse  include 
personal  awareness;  interpersonal  relationships;  self-reliance  develop- 
ment; vocational  skills;  creative  and  aesthetic  experiences;  philosophical 
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existential  explorations,  social,  and  political  involvement;  religious 
experiences;  sexuality;  and  mind-trips. 

Two  other  areas  not  included,  although  obviously  needed,  are  meaningful 
work  and  meaningful  pleasure.  Work  is  too  often  mundane  and  stifling  to 
the  individual  worker.  To  be  meaningful,  work  must  be  employment  which 
gives  the  individual  some  personal  satisfaction : pride  in  his  work,  a sense  of 
accomplishment  or  a sense  of  contribution.  Too  many  mass-production 
jobs  leave  the  worker  without  any  of  these  intangible  benefits.  However, 
industry  can  change  the  attributes  of  the  job  as  evidenced  by  efforts  of  the 
Bell  System.9  To  do  so  involves  emphasizing  the  quality  of  the  job,  pro- 
viding effective  praise  and  criticism,  delegating  more  responsibility  and 
providing  a challenge. 

Meaningful  pleasure  or  relaxation  is  a “spin-off”  of  personal  awareness 
development  and  recognition  of  one’s  inner  resources.  In  a paper  entitled 
“Idle  Hands  and  Giddy  Minds,”  Dr.  A.  R.  Martin  speaks  of  our  insufficient 
use  of  one  inner  resource — our  innate  capacity  for  relaxation.  We  seem 
unable  to  learn  to  just  be,  “to  open  up  freely  to  all  stimuli  from  the  inner 
and  outer  world, to  let  body,  mind  and  emotions  have  free  play.” 
Discussing  the  relaxing  individual,  Dr.  Martin  states:  “Interested  in  the 
whatness  rather  than  the  whyness  of  things,  he  contemplates,  reflects, 
marvels,  wonders,  and  free  associates.”  When  we  can  relax  in  such  a 
manner  rather  than  feel  compelled  to  “just  do  something”  we  will  have 
meaningful  pleasure.10 

Personal  Awareness.  There  are  three  aspects  of  personal  awareness  develop- 
ment which  can  be  taught:  physical  and  sensory,  psychological  (emotional), 
and  interpersonal. 

Physical  awareness  necessitates  first  developing  increased  awareness  of 
body  position,  body-space  sensations,  and  natural  responses.  In  addition 
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one  can  concentrate  on  improving  balance,  coordination,  strength,  en- 
durance or  individual  small  muscle  control.  The  person  can  also  develop 
an  increased  sensitivity  to  all  his  sensory  perceptions,  learning  to  diminish 
or  intensify  each  selectively.  One  result  is  increased  discrimination  and 
appreciation  of  sensory  input.  Through  these  same  efforts  awareness  and 
control  of  many  bodily  functions  can  be  improved.  Each  functional  aspect 
of  the  body  can  thus  be  improved  over  its  current  state.  Another  benefit  is 
the  maintenance  of  health  and  improved  physical  efficiency.  Increased 
physical  awareness  and  conditioning  can  be  gained  through  participation 
in  individual  or  group  athletic  activities,  ballet,  interpretive  dance,  sensory 
awareness  groups,  hiking,  meditation,  fasting,  yoga,  sleeplessness  or, 
ultimately,  bio-feedback  training.7 

Developing  an  increased  psychological  awareness  also  involves  many 
dimensions.  People  must  become  aware  of  the  silent  messages  (body 
position,  facial  expressions,  gestures,  subtle  changes  in  tone  of  voice)  they 
give  with  each  verbal  communication.  The  individual  should  learn  to 
explore  his  emotional  and  intellectual  reactions  and  to  express  himself 
openly  and  honestly.  He  can  thus  develop  the  ability  to  analyze  his  motives 
for  any  statement  or  action.  However  he  must  not  sacrifice  spontaneity  and 
freedom  in  his  behavior.  Some  persons  will  need  to  develop  control  over 
spontaneous  hostile,  damaging  or  thoughtless  expressions.  Others  will  need 
to  develop  spontaneity  and  less  rigid  control  over  their  thoughts,  emotions 
and  actions.  They  must  also  learn  to  constructively  express  angry  and 
hostile  feelings,  as  well  as  feelings  of  concern,  care,  affection  or  joy.7’ 11 » 12 

To  improve  interpersonal  awareness  each  person  must  learn  to  be  sensitive 
to  and  evaluate  the  effect  of  his  behavior  on  others.  He  must  be  aware  of 
his  own  feelings,  perceptions  and  attitudes.  He  should  recognize  that  time, 
place,  age,  sex,  intelligence  level,  mood,  and  social,  economic,  vocational 
and  educational  backgrounds  may  alter  the  other  person’s  reactions.  He 
thus  can  learn  which  behavior  is  appropriate  for  different  situations.  He 
must  also  learn  to  be  open  to  experiences,  be  able  to  feel  and  appreciate 
deeply,  and  be  ready  to  integrate  these  perceptions  into  himself.  Most 
importantly  he  must  learn  to  be  open,  honest,  authentic  (self-revealing), 
spontaneous  and  affectionate  in  his  dealings  with  others.  He  must  learn  to 
examine  his  personal  beliefs,  ideals  and  biases  in  the  process. 

Increased  psychological  and  interpersonal  awareness  can  be  attained 
through  introspection,  meditation,  fantasy,  psychotherapy,  group  inter- 
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actions,  or  various  readings.  In  our  schools,  psychological  awareness  pro- 
grams can  be  interwoven  (by  adequately  prepared  teachers)  into  family 
living,  home  economics,  social  science,  literature,  and  psychology  courses. 
Personal  examples  must  accompany  any  teaching  about  certain  attributes : 
openness,  honesty,  spontaneity,  authenticity,  and  acceptance  and  evalua- 
tion of  criticism.  There  is  no  reason  such  applied  psychology  courses  can- 
not be  woven  into  church,  recreation  center  and  other  institutions’  pro- 
grams as  well  as  in  the  schools. 

Interpersonal  Relations.  The  basic  elements  for  meaningful  interpersonal 
relations  are  concern,  understanding,  sharing,  responsiveness,  respect,  and 
interdependence.  Healthy  person-to-person  interactions  require  concern 
for  maintenance  of  the  other’s  identity,  individuality,  and  interests.  With 
this  concern  goes  the  sharing  of  expressions  of  alive  humanness  (joy, 
sadness,  humor,  knowledge)  which  enhance  the  other  person’s  sense  of 
being  alive.  This  concern  and  sharing  promotes  the  growth  of  all  involved 
in  the  interaction. 

: To  develop  meaningful  interpersonal  reactions  requires  recognition  of  the 
aspects  mentioned  in  psychological  and  interpersonal  awareness.  Each 
person  must  take  responsibility  for  his  own  growth  and  use  his  own  feelings, 
actions,  reactions  and  interactions  as  a base  for  learning.  In  his  inter- 
personal relationships  he  can  learn  to  consciously  examine  his  values,  his 
biases  and  his  assumptions  about  others.  He  should  also  learn  to  make 
appropriate  choices  and  decisions,  to  act  on  these  decisions  and  to  take 
responsibility  for  his  decisions.  At  the  same  time  he  should  learn  how  to 
trust  others  and  risk  his  self-image  with  them.  He  can  also  learn  to  con- 
structively defy  attempts  at  acculturation  and  how  such  defiance  can 
contribute  to  freedom  and  growth.  Yet  he  should  learn  not  to  interfere 
with  other’s  rights  while  protecting  his  own. 


Interpersonal  relationship  growth  can  occur  in  any  group  interaction  or 
what  Dr.  William  Fishburn  calls  “Experiences-in-Being.”13  These  may  be 
called  sensitivity  groups,  training  groups,  responsivity  training,  actuali- 
zation groups,  encounter  groups,  or  confidence  training.  Expertly  managed 
cxperiences-in-being,  well-run  group  psychotherapy  or  psychodrama  can 
help  the  person  develop  healthy  interpersonal  transactions.  Interpersonal 
relationships  can  also  be  stressed  in  courses  dealing  with  social  customs. 
These  relationships  can  be  stressed  in  any  course  or  activity  which  involves 
interpersonal  cooperation  for  project  completion.  This  type  of  applied 
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psychology  can  also  be  taught  in  church  and  recreation  center  programs  as 
well  as  in  adult  education  courses  or  regular  school  curricula. 

Self-reliance  Development.  This  category  may  seem  pompous  to  some  or 
self-evident  to  others.  It  is  prompted,  however,  by  the  almost  universal 
sense  of  personal  impotence  which  I find  in  chronic  drug  users.  I also 
find  this  feeling  prevalent  in  many  of  today’s  urban  adults  who  abuse 
alcohol,  tranquilizers,  sedatives  or  stimulants. 

Practical  citizenship  courses  need  to  be  developed  which  would  prepare 
people  for  responsible  citizenship.  These  should  stress  ways  members  of 
minority  groups  can  influence  the  various  layers  of  the  establishment 
bureaucracy.  Only  when  they  feel  able  to  positively  affect  their  environ- 
ment and  exert  more  control  over  their  potential  destiny  will  people  lose 
their  feelings  of  impotence. 

Part  of  the  sense  of  impotence  derives  from  feeling  helpless  in  one’s  own 
home  when  something  needs  repairing.  It  is  no  wonder  that  a course  such 
as  “Applied  Physics — Nuts  and  Bolts  of  Everyday  Life”  attracts  as  many 
young  women  as  young  men.  These  people  are  tired  of  being  unable  to 
repair  small  household  electrical  items  and  welcome  the  opportunity  to 
learn  how.  Almost  as  great  a success  have  been  courses  for  women  in 
minor  repairs  and  maintenance  for  automobiles.  Another  course  many 
people  could  utilize  would  include  minor  carpentry,  plumbing,  and  electri- 
cal repairs  for  the  home.  Many  school  systems  could  produce  more  self- 
reliant  students  by  developing  minor  household  repair  and  maintenance 
courses.  (We  might  have  safer,  more  pleasant  homes  as  a result.)  Any 
training  which  improves  the  person’s  mechanical  competence  can  develop 
self-reliant  people.  Regardless  of  the  person’s  ultimate  goals  and  careers, 
any  manual  skill  training  can  improve  his  sense  of  control  over  his  environ- 
ment. 

Another  practical  course  which  should  be  offered  is  family  management. 
Such  a course  would  include  topics  such  as  budget  planning  and  money 
management,  problem  solving  techniques,  cooking  and  housekeeping 
skills,  diet  and  menu  planning,  accident  prevention  and  home  first-aid, 
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child  care,  parent-child  communication  and  parent  effectiveness.  All  or 
part  of  such  a course  should  be  open  to  males  as  well  as  females.  Since,  | 
even  in  our  technocratic  society,  we  cannot  live  by  science  alone  we  must 
develop  courses  about  the  “Nitty-gritty  of  the  Art  of  Everyday  Living.” 

Vocational  Skills.  Many  drug  abusers,  especially  those  from  lower  income  ; 
groups,  suffer  from  a lack  of  vocational  skills.  Finding  conventional 
education  of  little  interest  or  help  they  drop  out  of  school.  Others  find  high 
school  has  given  them  no  salable  skills.  Due  to  an  enforced  idleness,  a 
sense  of  frustration  and  a state  of  aimlessness  they  turn  to  crime  and/or 
drug  abuse  as  a means  of  rising  above  their  environment. 

That  occupational  education  can  reverse  the  drift  toward  dropping  out  of 
high  school  was  well  proven  by  Shell  Oil  Company  at  Brandeis  High  School 
in  New  York  City.  Of  many  young  people  considered  potential  drop-outs, 

42  were  enrolled  in  an  automobile  mechanics  course.  The  course  apparently 
produced  considerable  change  in  self-concepts  of  the  group  as  41  graduated  ! 
from  high  school  and  23  of  them  went  on  to  college.14  Other  companies 
have  had  similar  results  with  different  programs  designed  to  give  voca- 
tional skills  and  opportunities  for  employment.  These  are  not  “make 
work”  or  short  term  programs  but  programs  which  have  a lingering  effect. 

Occupational  education  can  start  as  early  as  kindergarten.  Governor  Cahill 
of  New  Jersey  has  proposed  “Technology  for  Children,”  to  give  5 to  11- 
year-olds  a greater  awareness  of  their  potential  and  a better  understanding 
of  technology  in  society.  This  would  be  followed  in  middle  schools  by 
“Introduction  to  Vocations,”  designed  to  provide  broad-based  occu-  i 
pational  understanding.  In  high  school,  vocational  education  programs  ) 
inter- related  with  job  placement  services  would  provide  broader  back- 
grounds for  educational  and  career  decisions.  j 

if 

In  addition,  remedial  vocational  education  or  job  retraining  must  be 
developed  to  assist  prison  inmates,  parolees  and  drug  abusers  seeking  Ai 
reentry  into  the  mainstream  of  society.  Broader  opportunities  for  voca- 
tional training  must  be  given  welfare  recipients,  as  well  as  the  others,  in  an  s 
effort  to  restore  human  dignity  and  utilize  precious  human  resources. 

>»] 

In  the  middle  schools  students  can  be  offered  home  economics,  graphic  arts 
and  industrial  arts.  Included  would  be  printing;  masonry;  carpentry;  & 
foundry  work;  welding;  and  plastic,  wood  and  metal  machining.  Typing  ! ) 
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can  begin  this  early.  During  high  school  the  vocational  courses  offered 
could  include  cooking,  cosmetology,  office  machines,  textile  and  leather 
repair,  computer  programming,  plumbing,  health  aide,  stenography,  auto 
mechanic,  and  appliance  repair. 

Aesthetic  Experiences . The  appreciation  of  art,  music,  dance,  nature 
scenes,  and  other  aspects  of  “beauty”  is  said  to  be  intensified  by  LSD  and 
other  consciousness  distorting  drugs.  With  the  use  of  these  agents  people 
report  they  perceive  in  new  and  unusual  ways:  flat  objects  develop  three 
dimensions;  inanimate  objects  develop  plasticity,  fluidity  and  mobility; 
colors  can  be  felt,  music  can  be  seen;  color  relationships  vary  in  intensity; 
personal  identity  boundaries  are  lost.  Persons  report  they  can  selectively 
listen  to  and  intensify  voices  or  instruments,  singly  or  in  groups,  at  a 
concert  or  in  a recording.  What  has  not  been  stressed  is  that  many  of  these 
altered  perceptions  were  experienced  by  us  as  children  and  are  again 
accessible  through  effort,  and  concentration. 

Also  underemphasized,  and  oftkn  not  taught,  is  how  to  appreciate  artistic 
works-music,  painting,  pottery  design,  sculpture  or  literature.  We  need 
to  make  art  exhibits  more  accessible  to  our  populace.  Traveling  displays 
with  informed,  informative  and  understanding  guides  can  be  used  to  teach 
art  appreciation  in  churches,  schools  or  recreation  centers.  If  these  visits 
are  intermingled  with  visits  and  demonstrations  by  artists  and  artisans,  the 
various  types  of  art  can  become  more  meaningful. 

Recordings  by  leading  musical  groups,  orchestras  or  artists  can  be  used  in 
classes  on  music  appreciation.  The  use  of  these  recordings  with  discussions, 
plus  visiting  artists  can  also  aid  people  in  acquiring  new  tastes  or  under- 
standing new  music  forms.  Contact  with  performing  artists  in  discussion 
groups  will  allow  people  to  better  understand  what  is  necessary  for  success- 
ful production  and  performances. 

Art  and  music  appreciation  courses  in  the  schools  should  be  designed  to 
give  meaningful  personal  experiences  and  to  enhance  the  enjoyment  of 
various  types  of  art.  Such  courses  should  be  ungraded  and  involve  the 
active  participation  of  each  member  in  choosing,  preparing,  and  presenting 
topics  for  discussion.3 

Creative  Experiences.  We  must  accept  that  creativity  is  not  a special  gift  of 
some  select,  few  people.  Creativity  is  a trait  shared  by  all  humanity  to  a 
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greater  or  lesser  degree.  Every  person  will  show  variable  degrees  of  creati- 
vity in  certain  areas  of  intellectual  performance.  To  be  productively 
creative  does  not  require  the  individual  to  produce  something  which  is 
socially  useful  or  desirable.  The  creative  production  need  only  be  an 
expression  meaningful  and  desirable  for  the  producer.6 7 * * * * * * * 15 

The  creative  process  involves  questioning  and  challenging  perceptual 
reality  and  life  through  reflection,  recreation  and  reinterpretation.  To 
translate  inspirations  into  products  involves : 

1 . acquiring  a large  number  of  personal  and  vicarious  experiences : 

2.  a willingness  to  heed  vague  feelings  and  intimations,  to  try  new  ways 
of  seeing,  hearing  or  feeling  familiar  objects,  and  to  strive  for  new 
insights ; 

3.  awareness  of  the  feelings  and  emotions  produced  by  each  experience. 

4.  combining  the  acquired  sensations,  knowledge,  experiences,  and 
emotions  in  new  and  varied  ways; 

5.  expressing  one’s  associations  from  a particular  situation  in  a per- 
sonally meaningful  way; 

6.  evaluating  the  product  and  its  relevance  to  satisfying  the  producer’s 
impulse;  and 

7.  persevering  in  the  effort  until  the  product  satisfies  the  producer. 15 » 16 

Creative  expression  can  take  place  through  sketching,  painting,  sculpting, 

weaving,  pottery  making,  gardening,  conversation,  cooking,  creative 
writing,  composing,  singing,  dancing,  or  acting.  These  activities  can  be 
provided  through  school,  church,  or  community  center  programs  in  art, 

interpretive  dance,  craft  shop,  woodworking,  band,  orchestra,  chorus,  or 

drama.  A prime  requisite  for  these  activities  is  that  they  encourage  creative 

application  of  imaginative  mental  productions.  Such  activities  should  also 

encourage  individuality,  innovation  and  experimentation.  Leaders  and 
teachers  should  realize  and  accept  that  resistance  to  acculturation  and 

refusal  to  “adjust”  one’s  creative  expressions  are  often  the  mark  of  a 
healthy  character.  In  the  schools  courses  such  as  these  should  be  ungraded, 
for  who  can  judge  the  total  relevance  of  another’s  work?  Teachers  should 

only  determine  whether  or  not  a student  has  any  talent  for  working  in  a 

given  medium  and  direct  him  appropriately. 
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Intellectual  Experience.  Again  we  offer  a self-evident,  but  neglected  area. 
Many  Americans  have  lost  the  thrill  of  learning  for  personal  edification  due 
to  our  current  stress  on  graded,  structured,  learning  situations.  Intellectual 
challenges  can  be  used  to  alleviate  boredom,  to  gain  understanding  and  to 
increase  one’s  own  awareness. 

Literature  appreciation  courses  can  be  altered  to  emphasize  the  history, 
customs  and  attitudes  of  various  cultures,  offer  vicarious  experiences,  or 
simply,  relaxation.  Discussions  of  what  one  has  read  also  provides  in- 
creased awareness  and  rewarding  interpersonal  relationships.  Other 
avenues  of  intellectual  development  are  creative  games  and  puzzles,  self- 
hypnosis, training  in  concentration,  memory  training,  synectics  and  youth- 
teaching-youth  programs.4 

Philosophical-existential  Explorations.  The  recent  emphasis  on  the  existen- 
tial questions — “Who  am  I?”  “What  is  my  past?  . . . my  future?  . . . my 
goal?  ...  my  role  in  society?” — indicates  a personal  search  for  meaning 
which  appears  currently  unanswerable.  In  the  past,  member  of  the  extended 
family  or  elders  in  the  community  helped  young  people  to  find  meaning  in 
life,  to  grasp  the  nature  of  the  universe,  to  establish  personal  identity  and 
to  organize  a belief  structure.  With  our  mobile  society,  the  current  loosen- 
ing of  family  ties  and  the  urge  to  shift  grandparents  into  some  removed 
“home,”  we  are  neglecting  this  need.  Discussions,  seminars  or  courses  on 
the  meaning  of  life,  the  nature  of  reality,  ethics,  mores  and  value  systems 
can  be  incorporated  into  social  studies  or  offered  by  various  institutions  in 
the  community.  There  are  many  non-degreed,  self-educated  philosophers  in 
our  communities  who  would  be  willing,  if  asked,  to  participate  in  such  an 
endeavor. 

Spiritual-mystical  Experiences.  This  area  is  extremely  important  as  many 
young  people  and  adults  are  discouraged  by  organized  religion.  To  them, 
there  appears  to  be  more  concern  for  ritual,  ceremony,  dogma,  and  large 
budgets  than  for  inherent  human  worth.  They  recognize  that  adoption  of  a 
personal  philosophy  may  involve  an  established  religious  belief.  However, 
it  need  not  involve  church  membership,  regular  attendance  at  services  or 
necessarily  identifying  with  any  certain  group. 

The  essential  qualities  of  a religious  experience  are  that  it  must : 

• be  extremely  personal,  applicable  to  everyday  life  and  constantly 
evolving; 
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• produce  recognition  of  a force  or  entity  greater  than  the  individual; 

• be  involved  with  the  questions  of  self-fulfillment  and  the  ultimate  pur- 
pose of  life; 

• produce  an  indescribable  state,  and 

• produce  discernible  positive  changes  toward  self,  others,  life  and  the 
experience. 

Such  a religious  experience  has  come  to  many  of  our  young  people  through 
Eastern  religious  disciplines  which  seem  more  concerned  with  the  in- 
dividual’s inner  experience.  Others  have  obtained  the  experience  through 
the  community  oriented  “underground  church.” 

Valid  techniques  for  attaining  intense  spiritual  experiences  or  higher  levels 
of  consciousness  are  available.  Books  concerning  these  techniques  and 
studies  of  world  religion  should  be  available  in  community  and  school 
libraries.  Communities  can  develop  courses  on  applied  mysticism,  Yogic 
technique  and  methods  of  personal  spiritual  development.  With  a rising 
interest  in  glossolalia  (speaking  in  tongues)  among  seminary  students  our 
churches  may  do  well  to  re-examine  the  mystical  aspects  of  Judaism  and 
Christianity.  The  question  is  not  whether , but  how  much  diversity  organ- 
ized religion  can  tolerate. 

Social-political  Involvement.  Some  of  the  most  “turned-on”  young  people 
in  recent  years  have  been  those  who  served  in  the  Peace  Corps  and  VISTA. 
The  major  factor  was  that  they  gave  of  themselves  to  help  others  toward  a 
better  way  of  life.  During  the  1968  and  1970  political  compaigns  many 
young  people  became  active  in  supporting  candidates  and  getting  voters  to 
the  polls.  In  each  of  these  activities  there  was  commitment  to  an  ideal  and 


“Young  people . . . should  be  involvt 


in  the  planning,  decision-makin. 
and  implementation  of  any  program' 


44 


which  affect  them] 


a chance  for  active  participation.  Commitment  and  participation  with 
maintenance  of  individual  identity  are  necessary  if  offering  social  involve- 
ment as  an  alternative  to  drug  abuse. 

The  nature  of  the  commitment  or  the  apparent  direction  of  social  and 
political  action  of  young  people  may  be  disagreeable  to  adults.  Often  it  is 
disagreeable  because  it  disturbs  the  status  quo,  challenges  our  comfort  and 
opinions,  or  confronts  us  with  our  hypocrisy.  As  Dr.  Arnold  Chanin  has 
pointed  out,  we  should  realize  that  many  leaders  today  were  considered 
“activists”  in  their  youth.3 

Idealism  without  opportunity  for  implementation  of  necessary  change 
frequently  turns  to  cynicism.  Therefore,  it  is  better  that  our  youth  take  an 
active  part  in  directing  the  course  of  our  nation,  socially  and  politically. 
Rather  than  allowing  or  forcing  them  to  drop  out  of  society,  “wallow  in 
passivity,”  and  use  alcohol  or  other  drugs  to  dull  their  social  and  psy- 
chological pains,  we  must  encourage  all  our  citizens  to  be  actively  involved. 
The  18-year-old  vote  and  the  current  ecology  campaigns  are  a good  start. 
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To  involve  young  people  in  the  social-political  arena  we  must: 

• make  use  of  their  ideas  and  idealism  to  better  our  society; 

• tolerate  and  encourage  non-conformity  of  social  commitments; 

• encourage  and  give  recognition  for  involvement; 

• be  willing  to  act  upon  suggested,  necessary  social  change,  and 

• help  create  a better  social  milieu  for  all  persons. 

We  must  be  willing  to  listen  and  act. 

Social  activism  can  involve  door-to-door  canvassing,  voter  registration 
drives  and  distribution  of  materials  regarding  social  issues.  It  can  include 
social  service  projects  such  as  assisting  the  aged,  infirm  and  handicapped, 
or  tutoring  underprivileged  youngsters.  Young  people  should  be  given  more 
responsibility  in  preservation  and  restoration  of  the  natural  environment, 
anti-pollution  campaigns  and  playground  construction.  They  can  do 
non-partisan  lobbying  for  social  causes  or  field  work  with  politicians  and 
public  officials.  In  community  action  programs  their  opinions  and  re- 
commendations should  be  sought.  They  should  be  involved  in  the  planning, 
decision-making  and  implementation  of  any  programs  which  affect  them. 
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We  may  consider  the  political  position  of  our  young  people  as  extreme  and 
their  effort  misdirected.  However,  we  judge  from  a different  vantage  point,  i 


i 


different  backgrounds  and  a different  social  consciousness.  Communi- 
cation, consideration  and  cooperation  will  help  us  all  become  more  socially 
conscious  and  properly  directed.  What  young  people  need  is  the  chance 
and  recognition  for  involvement.17 

Sexuality , Sexual  Expression , and  Sexual  Experience.  Various  societies 
attach  different  degrees  of  importance  to  love  as  a desirable  human 
experience.  Consequently  a wide  variety  of  substances  have  been  used  in 
efforts  to  direct  and  increase  the  desired  processes  of  love.  Drugs  may  be 
used  in  efforts  to  win  love  and  affection,  to  lessen  defenses  and  social 
inhibitions,  or  to  increase  one’s  sexual  desire,  performance,  or  the  sensual 
pleasures  of  intercourse.  2> 3 

Courses  on  human  sexuality  must  stress  that  healthy  sexual  identities  and 
satisfying  sexual  relationships  do  not  come  from  a pill,  a drink,  or  a 
cigarette.  Nor  do  they  come  from  viewing  natural  traits  or  processes  as  evil 
or  dirty.  Productive  sexual  identification  results  from  the  acceptance  of 
one’s  physical  and  psychological  being  as  normal,  natural  and  beautiful. 

Expression  of  one’s  sexuality  may  take  many  forms  without  the  specific  act 
of  coitus.  Non-coital  aspects  of  sexuality  are  the  capacities  for  tenderness, 
concern  for  another,  the  ability  to  know  another  person  intimately  and  to 
share  one’s  intimate  self  with  another.  Sexuality  is  a way  of  exhibiting  a 
segment  of  the  individual’s  personality  and  of  one’s  ability  to  feel.  As  Allan 
Fromme  stated,  in  The  Ability  to  Love , sexuality  entails  using  fully  one’s 
intimate  senses  (touch,  taste,  smell)  as  well  as  the  distance  senses.  By 
learning  full  sensual  appreciation  the  person  has  a greater  sexuality  with  a 
full  capacity  for  appreciating,  expressing  and  enjoying  all  the  ramifications 
of  the  emotion  we  call  “love.”18 

Sexual  intercourse  may  provide  a release  for  psychological  and  physiolo- 
gical energy.  It  can  thus  be  used  as  a tranquilizer  or  “potent  pain  reliever.” 
Unfortunately,  pent-up  energies  of  depression,  boredom,  frustration,  or 
hostility  may  also  be  released  and  expended  on  the  partner.  Coitus  may  also 
be  used  to  obtain  security,  personal  esteem,  a sense  of  control  over  some- 
one else,  or  some  “kicks.”18 

As  has  the  incidence  of  drug  abuse,  the  use  of  sexual  encounter  merely  for 
the  relief  of  tensions  has  been  shown  to  increase  during  times  of  wide- 
spread cultural  anxiety  or  rapid  cultural  change.19  Such  sexual  encounters 
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and  drug  abuse  may  reach  near-epidemic  proportions  in  certain  areas  or 
cultural  subgroups.  These  encounters  occur  more  frequently  when  the 
dominant  culture  fails  to  provide  available  and  reliable  institutions  wherein 
the  person  may  achieve  meaningful  gratification.  Our  culture  must  accept 
the  premise  that  human  sexuality  is  clean,  healthy,  part  of  human  nature 
and  a natural  source  of  pleasure.  We  must  teach  about  responsible  sexuality 
and  sexual  expressiveness,  as  well  as  about  non-coital  sexual  expression 
and  sexual  release. 20 » 21 

Meditation  and  “ Mind-trips .”  To  many  American  adults  the  word  medi- 
tation brings  forth  mental  images  of  deep,  religious  thought,  some  strange 
transcendental  state  of  an  Oriental  mystic,  or  a state  of  inactivity  which, 
although  not  understood,  is  somehow  “bad.”  A “trip”  or  “tripping-out” 
usually  is  thought  to  be  only  drug  induced.  Both  of  these  terms,  meditation 
and  trip , refer  to  a subjective  experience  to  achieve  a state  of  consciousness 
so  heightened  and  unmediated  that  it  overwhelms  and  replaces  the  in- 
dividual’s perceptions  of  self  and  of  the  world.  The  person  usually  has  a 
relative  unawareness  of  his  immediate  surroundings,  and,  afterwards, 
cannot  find  words  to  adequately  describe  the  experience.22  If  this  altered 
state  of  perception  results  only  from  conscious  control  of  thought  processes 
it  may  be  called  meditation,  daydreaming,  focusing  of  attention,  delving,  or 
“mind-tripping.”  In  each  of  these  states  fantasy,  mental  imagery,  and 
altered  states  of  consciousness  variably  play  an  active  role. 

meditation  is  a means  of  achieving  psychological  peace  and  access  to  our 
inner  core  of  tranquility  and  strength.  Meditation,  as  Dr.  E.  W.  Maupin 
has  noted,  is  a means  of  “developing  contact  with  inner  experience  and 
deeper  resources  . . . .”  Meditation  promotes  a sense  of  inner  personal 
resources,  of  solidity  and  strength,  whereby  one  can  gradually  encounter 
and  master  areas  of  trauma,  helplessness,  and  defeat  in  his  life.  During 
meditation  the  person  may  contemplate  specific  goals  or  problems  and 
various  perspectives  of  any  given  situation.  Such  a process  is  used  by  many 
successful  businessmen  as  they  mentally  explore  possible  ramifications  of 
various  moves.23 

Daydreaming  and  meditation  can  also  be  used  as  a defense  against  bore- 
dom, as  a way  of  heightening  pleasure,  or  as  a way  to  resolve  feelings  of 
fear,  depression,  anxiety  or  anger. 

focusing  of  attention  is  the  term  Dr.  William  Soskin  has  given  an  early 
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process  in  meditation.  This  is  the  process  whereby  the  person  “learns  to 
progressively  focus  his  attention  in  such  ways  as  to  free  himself  of  the 
unending  flow  of  trivial  thoughts,  fantasies,  recurrent  preoccupations  and 
impulses,  so  that  he  might  ultimately  experience  a period  of  genuine  con- 
scious quietude.”  The  aim  is  to  produce  a relaxed  awareness  in  which  the 
flow  of  thoughts  is  reduced  and  a sense  of  detached  observation  is  main- 
tained. Later,  this  state  of  detached  observation  can  be  utilized  for  con- 
templation of  specific  areas  without  interference  from  other  random 
thoughts.24 

delving  is  the  name  Dr.  Soskin’s  group  at  “Project  Community”  have 
given  to  a series  of  “guided  daydreams.”  The  participants  are  given  an 
opportunity  to  explore  along  the  borders  of  consciousness  without  the  use 
of  drugs.  Participants  are  first  led  into  a state  of  deep  relaxation  and  then 
guided  through  various  stages  of  a preplanned  fantasy.  Each  fantasy  is 
designed  to  produce  vivid,  exciting,  and  informative  experiences.  These 
experiences  are  somewhat  akin  to  those  available  from  the  consciousness- 
distorting drugs — LSD,  mescaline,  and  marijuana.  Instead  of  merely 
private  experiences  the  individuals  have  a common  experience  which  they 
can  later  share,  compare  and  discuss.24 

mind-tripping,  like  daydreaming,  can  be  used  for  relaxation  or  recreation. 
With  conscious  control  of  thought  and  perceptual  processes  a person  can 
obtain  most  of  the  altered  perception  afforded  by  consciousness-distorting 
drugs  such  as  LSD.  This  includes  the  loss  of  personal  boundaries  and  a 
feeling  of  blending  into  one’s  surroundings;  the  illusion  of  inanimate  objects 
developing  mobility,  fluidity  or  plasticity;  the  perception  of  one  sensory 
stimulus  as  another  (seeing  sounds,  feeling  color),  and  the  changes  in 
intensity,  clarity,  form,  function  and  relationships  of  objects  perceived. 
During  a mind-trip  the  person  may  become  so  involved  he  is  insensitive  to 
persons  or  occurrences  near  him.  This  may  occur  while  reading,  listening 
to  music,  observing  nature  scenes,  viewing  art,  observing  some  scene  of 
intense  beauty  or  being  intensely  involved  with  another  person.  Thus  the 
mind-trip  becomes  a time  and  place  apart  from  the  everyday  world.  One 
can  interrupt  the  trip  (“come  down”),  if  necessary  without  residual  in- 
tellectual impairment.  Conditions  permitting,  he  can  “trip-out”  again. 

Mind-trips  can  be  conjured  out  of  one’s  imagination,  with  minimal  stimuli, 
when  necessary.  All  that  is  required  is  repetitive  effort,  concentration,  and 
conscious  control.  Three  examples  which  I offer  high  school  and  college 
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students  as  an  alternative  to  the  psychedelic  drug  experience  are  as  follows: 

Hold  a beautiful  flower  in  your  hands  and  gaze  into  its  depths. 
Concentrate  first  on  its  color , its  fragrance  and  its  beauty. 
Continue  to  gaze  into  the  very  depths  and  imagine  slowly  going 
down  into  the  flower.  Imagine  being  gradually  encompassed , 
but  not  held , by  the  warm  soft  petals.  Here  you  can  sit  and 
pass  moments  of  quiet  relaxation. 

Conjure  in  your  mind  or  gaze  at  a picture  of  some  very  favorite 
locale.  Think  of  all  the  sensory  input  you  have  received  there. 

For  instance  a seashore  surrounds  you  with  the  sound  of  waves , 
the  smell  of  salt  air , the  feel  of  a breeze  on  your  face  and  the 
sight  of  waves  cresting  and  receding  on  the  sand.  Listen  and  you 
may  hear  the  cry  of  gulls  as  they  wheel  and  soar  in  the  sky 
overhead. 

You  are  sitting  in  a quiet  spot  and  a beam  of  light  reaches  to 
you  from  the  horizon.  Sit  quietly  and  let  your  inner  being 
escape  your  finite  body.  Walk  up  that  ray  to  the  horizon , turn 
around  and  look  back.  With  telescopic  vision  you  see  your  body 
sitting  so  peacefully.  Now  through  a wide  angle  lens  view  the 
area  around , before  and  beyond  where  you  sit.  When  you  are 
ready , walk  down  the  light  beam , re-enter  your  body  and  go 
again  on  your  way. 

Comment 

At  a time  when  Americans  are  crying  for  ways  to  decrease  drug  experi- 
mentation, illegal  drug  use,  abuse  of  legal  and  illegal  drugs,  and  some 
existing  drug  dependence,  too  little  has  been  done  about  offering  alter- 
natives. These  non-chemical  alternatives  to  drug  abuse  and  drug  depen- 
dence can  be  offered  to  young  and  old  by  existing  social  institutions  such 
as  schools,  churches,  recreation  centers  and  the  family.  Too  often,  un- 
fortunately, the  family  has  abrogated  its  responsibility  to  society  at  large. 

My  basic  philosophy  is  that  there  are  viable,  positive,  alternatives  to  drug 
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use.  These  alternatives  can  minimize  adverse  consequences,  escalation  to 
stronger  or  more  dangerous  drugs,  and  recruitment  of  others  into  the 
scene.  These  alternatives  can  maximize  involvement,  the  quality  of  life  and 
the  life  experience,  and  the  responsible  use  of  potentially  toxic  agents. 
Involvement  with  any  of  the  alternatives  listed  can  produce  a new  state  of 
consciousness  for  the  user  and  an  improved  sense  of  worth. 

Courses  dealing  with  expansion  of  personal  awareness,  improved  inter- 
personal relations,  increased  aesthetic  appreciation,  development  of  creative 
abilities,  human  sexuality,  and  self-reliance  development  can  be  offered  by 
schools,  community  colleges,  adult  education  centers,  and  universities. 
There  should  be  no  numerical  or  letter  grades  given.  Who  can  adequately 
judge  the  relative  worth  of  a very  personal  experience  or  expression  without 
interjecting  his  own  value  system  or  attempting  to  force  acculturation? 
The  major  emphasis  should  be  on  giving  information  to  assist  in  making 
personally  meaningful  value  judgments  and  career  decisions. 

Developing  many  of  these  alternatives  will  entail  expenditures  for  space, 
materials  and  instructors.  However,  many  school  buildings  are  unused 
50-60%  of  the  time  and  many  individuals  in  the  community  would  enjoy 
teaching  occasionally  if  asked.  Our  society  must  decide  which  is  more 
important:  providing  alternative  opportunities,  or  increased  rates  of 
absenteeism,  hospitalization  and  drug  dependence,  increased  welfare  and 
child  support  payments,  increased  numbers  of  crimes  against  persons  and 
swelling  prison  rolls,  and  thousands  of  wasted  lives. 

Most  of  all,  these  alternatives  require  sincere,  interested  individuals  who  are 
willing  to  put  out  a hand  and  say  “Let  me  show  you  something  better.” 
Are  we  human  beings  less  able  to  do  this  than  are  other  members  of  the 
animal  kingdom? 
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her  bold  courage  and  dedication  more  than  100  years  ago.  Today’s  nurse 
is  a broadly-educated  technician  whose  skills,  duties,  responsibilities,  and 
professional  options  are  constantly  being  diversified.  She  can  no  longer  be 
defined  in  simple  terms ; nor  will  euphemisms  once  appropriate  for  Florence 
Nightingale  do  for  the  nurse  circa  1972. 


The  concept  of  her  role  has  caught  up  with  society’s  complexities  and  she  is, 
indeed,  a contemporary  figure.  She  is  keenly  aware  of  the  nature  of  our 
ever-changing  world,  and  she  has  expanded  upon  her  original  role  to  re- 
main meaningful. 


Nurses  retain  most  of  their  traditional  functions  as  caretakers  and  com- 
forters of  the  sick,  but  they  are  becoming  increasingly  visible  in  new  fields 
opened  up  by  advancing  technology,  social  change,  and  alterations  in 
health  care  delivery  systems. 

They  are  moving  into  sophisticated  medical  areas  such  as  special  cardiac 
and  respiratory  units.  “Nurse  practitioners”  are  assuming  many  of  the 
tasks  traditionally  performed  by  doctors.  Others  are  developing  their  skills 
in  human  relations,  actively  pursuing  follow-up  interest  in  patients,  and 
becoming  more  concerned  about  the  quality  of  their  involvement  in  the 


56 


)mmunity.  “Nurse  counsellors”  are  concentrating  more  specifically  on 
ie  counselling  aspect  that  has  long  been  an  integral  but  less  formal  part  of 
^ery  nurse’s  role. 

nurse’s  sense  of  “professionalism”  teaches  her  to  maintain  a veil  of 
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detachment  between  herself  and  her  patients,  ostensibly  for  her  own  pro- 
tection. She  may  search  throughout  her  whole  career  for  this  magic  barriei  pet 
that  defines  her  as  the  detached  professional — just  to  discover  that  it  can’l 
really  exist  at  all  because  she  is  dealing  always  with  fellow  human  beings.  : 
Ironically,  most  of  these  new  dimensions  to  nursing  have  one  thing  in 
common : more  intimate  involvement  with  the  patient. 
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To  be  able  to  make  a patient  comfortable  both  physically  and  emotionally 
arises  from  a sincere  feeling  for  people.  It’s  a specific  talent  that  all  nursesj  [2: 
have  the  potential  to  develop,  but  not  all  do.  A nurse  just  can’t  move  from 
a medical  area  into  a behavioral  field  and  decide  to  acquire  the  skill.  It’sl  jl 
something  that  should  be  the  outgrowth  of  every  nurse’s  gradual  matur- 
ation within  her  profession.  It’s  a quality  that  can  facilitate  on-the-job^  i: 
learning  in  a field  such  as  alcohol  and  drug  addiction  where  sound  inter-  P 
personal  relations  constitute  a large  part  of  treatment.  ifC| 


Entrance  into  this  area  of  nursing  should  not  signal  the  beginning  of  a 
nurse’s  development  of  interactive  skills;  it  should  rather  mark  the  achieve-: 
ment  of  a broad  education  and  a solid  background  in  technical  medicine 
during  which  this  “people”  interest  has  been  nurtured. 


Work  in  this  behavioral  field  still  requires  the  joint  presence  of  medica 
and  interpersonal  talents,  though  there  may  well  be  a heavier  demand  on 
the  latter. 

These  patients  are  not  significantly  different  from  any  others  a nurse  may 
encounter  on  general  duty.  A person  with  gall  bladder  stones  is  just  as  able 
to  throw  a temper  tantrum,  be  selfish  and  demanding,  or  pleasant  and  con 
genial.  Alcohol  and  drug  addiction  cannot  be  thought  of  as  such  a specialty 


area  that  nurses  might  be  frightened  of  losing  their  medical  techniques.  Any 
good  general  duty  nurse  with  an  interest  in  people  as  individuals  is  equip- 
ped to  handle  patients  with  these  problems. 


Patients  intoxicated  with  either  alcohol  or  drugs  are  initially  a medical! 
concern  and  the  first  step  in  treatment  is  indisputably  the  restoration  ofj 
physical  health.  A nurse  must  use  her  well-honed  powers  of  observation  in 
detecting  both  medical  signs  and  symptoms  and  significant  behavioral 
manifestations.  The  emergency  nurse  has  to  be  able  to  see  through  a 
patient’s  behavior,  particularly  one  in  an  acute  intoxicated  state,  to  dis- 
cover important  medical  difficulties. 
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ven  when  a patient’s  behavior  is  extremely  distracting,  if  he  mumbles 
Dmething  about  chest  pains  a nurse  must  hear  it  and  take  it  seriously. 


>n  the  ward  she  is  involved  in  a patient’s  co-ordinated  24-hour  care,  seeing 
lat  he  gets  good  meals,  monitoring  his  sleep  pattern,  giving  medication, 
nd  so  on.  She  must  be  aware  of  this  person  at  all  times,  and  her  avail- 
bility  often  makes  her  the  first-line  therapist. 


it  2 a.m.  a detoxified  alcoholic  may  decide  he  wants  to  change  his  life  and 
eeds  someone  to  talk  to.  At  eight  in  the  evening  an  acutely  depressed 
ddict  who  hasn’t  spoken  to  anyone  may  suddenly  be  ready  to  let  loose, 
'he  nurse  has  to  be  able  to  take  advantage  of  these  important  spontaneous 
ituations,  to  listen  long  and  well.  Then  she  must  relate  what  she  has  heard 
o the  next  staff  on  duty,  the  patient’s  doctor,  and  either  a social  worker  or 
psychiatrist  who  may  then  be  called  into  treatment. 
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A nurse  doesn’t  generally  possess  sophisticated  counselling  qualifications,  ; 
but  she  is  eminently  suited  to  act  as  a sympathetic  listener.  She  must,  of 
course,  recognize  her  own  limitations,  both  medically  and  in  patient  inter-; 
action,  and  be  able  to  say  in  fairness  to  a patient,  “Look,  I’m  sorry,  I’m 
not  able  to  deal  with  this  particular  problem,  but  I know  someone  who 
can.  Would  you  speak  to  him,  please?” 

In  this  field  a nurse  may  relate  more  effectively  to  the  alcoholic  than  the 
drug  addict.  She  should  be  able  to  adapt  easily  to  immediate  situations 
involving  either,  but  she  must  know,  too,  when  she’s  not  working  for  the 
patient’s  benefit  and  step  back  in  deference  to  a better  suited  nurse. 

Alcohol  and  drug  addiction  is  an  area  of  medicine  with  its  own  peculiar 
challenges,  disappointments,  stresses,  and  rewards.  It’s  often  of  particular 
interest  to  the  community-oriented  nurse  with  a strong  desire  to  be  part  of 
a rehabilitative  team.  She  may  be  motivated  by  a sense  of  responsibility  to! 
see  her  community  functioning  at  its  best,  or  by  personal  exposure  to  the; 
hazards  and  havoc  wreaked  by  alcohol  or  drug  abuse. 

The  ultimate  challenge  in  this  branch  of  nursing  is  the  successful  return  to 
normal  social  activity  of  a man  or  woman  whose  life  has  been  crippled  by 
addiction  problems.  Lesser  rehabilitative  goals  include  merely  restoring  a; 
drunk  to  sobriety  or  a heroin  addict  to  physical  health.  Every  step  along; 
the  way  of  treatment  is  a challenge,  but  it’s  also  a potential  disappointment.  ] 
It  all  depends  on  a nurse’s  own  idea  of  what  constitutes  rehabilitation  in 
each  individual  case. 

Sometimes  progress  is  so  small;  sometimes  it’s  non-existent.  Would  the 
fact  that  a man  stopped  drinking  for  two  months  and  lived  a relatively] 
happy,  normal  life  before  resuming  be  enough?  The  answer  may  be  yes  if 
he’s  been  drinking  steadily  for  20  years,  been  on  the  skids,  not  had  a com- 
parable existence  for  all  those  years,  and  the  two  months  were  important  to 
him. 

If  a nurse’s  expectation  instead  were  that  the  patient  never  drink  again  and 
all  of  a sudden  become  a good  family  man  with  life  proceeding  directly  to  a 
happy  ending,  then  no,  those  two  months  wouldn’t  be  enough;  they’d  only; 
be  a disappointment.  A nurse  must  adjust  to  the  patients  and  their  ex- 
pectations rather  than  forcing  her  hopes  on  them.  It’s  very  important  that  a 
nurse  not  be  too  judgmental,  evaluating  patients  by  her  own  standards. 
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pst  nurses  today  are  from  middle  or  upper-middle  class  families  and 
be  values  which  reflect  this.  It’s  questionable  what  those  values  are  worth 
someone  from  an  entirely  different  background.  And  similarly,  though  a 
rse  must  understand  intellectually  at  least,  she  can  never  emotionally 
derstand  what  it’s  like  to  be  a black  or  an  Indian  in  an  urban  society 
less  she’s  lived  it. 

; dealing  with  people  afflicted  with  alcohol  or  drug  addiction,  a nurse  may 
ve  to  overcome  much  of  her  own  background  as  well  as  cope  with  the 
jains  of  behavioral  crises,  interpersonal  conflicts  with  both  patients  and 
i ff,  and  the  sadness  of  seeing  some  patients  return  again  and  again  for 
'atment,  with  no  notable  progress. 

|obably  the  biggest  frustration  of  all  in  this  area  of  nursing  is  that  there  is 
measuring  stick  to  gauge  success.  Someone  who  has  surgery  recovers, 
jte  nurse  sees  a person  go  from  lying  in  bed  almost  helpless,  to  standing  up 
Pme,  and  eventually  returning  in  obvious  good  health  to  his  home  environ- 
gmt.  With  addiction  patients,  there  are  no  visible  scars  to  watch  heal.  It’s 
>re  of  an  intellectual  understanding  than  it  is  something  concrete. 

le  emphasis  of  a nurse’s  training  is  no  longer  on  service,  but  on  a broad 
lucation  in  the  arts,  sciences,  human  relations,  and  professional  theory 
d practice.  Though  she  doesn’t  specifically  study  addiction,  she  does 
irn  the  nature  of  alcoholism  and  drug  problems  as  some  of  the  innumer- 
| le  deviations  from  normal  behavior  that  she  may  be  expected  to  en- 
unter.  This  represents  one  branch  of  the  profession’s  expansion  into  the 
Id  of  mental  health. 

le  goals  of  every  nurse  are  reflected  just  as  truly  in  the  relatively  new  field 
drug  and  alcohol  abuse : to  develop  a sense  of  maturity,  a sense  that  one 
continually  growing  and  learning  both  personally  and  professionally,  to 
ijspect  the  integrity  of  every  patient,  to  maintain  high  technical  standards 
id  sincere  feelings,  never  to  take  oneself  too  seriously,  and  to  confine 
lie’s  professional  concerns  to  one  shift  a day. 


lere  is  a need  to  educate  nurses  in  other  fields  about  work  in  this  one ; the 
aring  of  experiences  is  important  because  alcoholics  and  drug  addicts  are 
)t  encountered  solely  on  the  wards  of  the  Clinical  Institute  of  the  Addic- 
bn  Research  Foundation. 
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©PEN  LETTEJ®  TO 
ME-CAOSHT  GENERATION” 

by 

CLARKE  E.  VINCENT 


‘ you  are  between  35  and  55  years  old,  you  may  belong  to  the  caught 
meration— caught  in  between  the  demands  of  youth  and  the  expectations 
f the  elderly.  The  respect  you  were  taught  to  give  your  parents  may  have 
gen  denied  you  by  your  children.  You  may  have  greatly  appreciated  what 
ttle  your  parents  were  able  to  give  you  during  the  depression,  but  received 
ttle  appreciation  for  the  much  you  have  sought  to  provide  your  children, 
aught  to  accept  and  respect  the  authoritative  (not  authoritarian)  wisdom 
nd  experience  of  your  parents,  you  may  find  your  own  parental  authority 
penly  defied  and  your  way  of  life  derided. 

| Ou  learned  early  the  dignity  of  work,  the  necessity  of  saving.  Now  you  are 
>cked  into  the  pattern  of  working  and  attempting  to  save— -partly  by  habit 
ut  also  by  the  two  generations  on  either  side  of  you.  For  the  older  gener- 

>r.  Vincent  is  Director,  Behavioral  Sciences  Centre,  Bowman  Gray  School  of  Medicine, 
Winston-Salem,  North  Carolina.  This  article  appeared  in  The  Family  Coordinator , Vol. 
1(2),  pp.  143-150,  April,  1972.  Copyright  © 1972,  The  National  Council  on  Family 
.elations.  Reprinted  by  permission. 
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ation,  you  may  feel  an  obligation  to  backstop  the  dwindling  resources  of 
retired  persons  whose  leisure  time  make  your  visits  seem  too  infrequent  and 
your  work  habits  compulsive.  For  the  younger  generation,  your  children  in 
their  late  teens  and  early  twenties,  you  may  continue  to  provide  at  least  the 
necessities  of  life,  while  they  criticize  your  work  ethos  that  makes  it  possi- 
ble for  them  to  do  their  thing. 

I 

The  threat  of  “love  withdrawal,”  used  by  your  parents  to  keep  you  in  line 
as  a child,  may  now  be  used  by  your  children  to  keep  you  in  line  as  a parent. : 
As  a child,  you  were  to  be  seen  and  not  heard,  now  as  a parent  you  may  feel 
you  are  to  be  neither  seen  nor  heard. 

Your  age  group,  already  thinned  by  the  low  birth-rate  during  the  depres- 
sion and  further  depleted  by  World  War  II,  is  insufficient  in  numbers  to  fill 
all  of  the  leadership  roles  and  administrative  positions  usually  assumed  by 
those  in  their  40s  and  50s.  And  on  each  side  of  you  are  the  elderly  and  the 
young  whose  needs  and  wants  have  increased  markedly  the  demands  on 
your  generation  for  taxes,  leadership,  and  administrative  responsibility. 

It  is  not  surprising  that  some  of  you  have  stepped  off  the  escalator — have 
declined  the  next  “promotion”  to  yet  additional  administrative  duties,! 
higher  taxes,  and  a heavier  work  load,  thus  depleting  even  more  the  ranks) 
of  those  remaining.  j 

Your  generation  is  caught  up  in  the  painful  and  frequently  bewildering  side- 
effects  of  change,  of  a combination  of  historical  factors  that  may  never  be 
repeated.  Your  empathic  commensurating  with  youth  confronted  by  a 
rapidity  of  social  change  that  outpaces  all  but  the  very  swift  is  seldom 
reciprocated.  Obscured  or  ignored  is  your  own  confrontation  with  change, 
attendant  with  the  anxiety  of  having  obsolete  skills  and  knowledge,  and 
insufficient  time  and  energy  to  unlearn  and  relearn.  i 

You  hurt,  and  you  are  at  least  entitled  to  a better  understanding  of  why', 
you  hurt.  Knowing  there  are  reasons  for  pain,  real  and  not  imaginary,: 
makes  it  more  bearable.  In  essence,  yours  is  a scared  generation,  afraid  even 
of  its  children.  Such  fear  is  denied  by  some  who  may  have  resolved  theiri 
anxiety  about  their  children  and  their  own  adult- role  ambivalence  by | 
joining,  eulogizing,  and  subsidizing  youth.  Occasionally  they  are  the  ones! 
who  “methinks  doth  protest  too  much”  in  defense  of  the  hippy-types  to 
cover  their  more  secret  fear  of  failure  as  parents  of  hippies.  And  some  of  i 
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tiem  may  be  the  ones  who,  stalled  on  the  academic  or  business  promotion 
adder,  encourage  and  use  youth  to  attack  the  establishment  they  them- 
elves  fear.  Some  of  them  may  even  mimic  the  limited  vocabulary  and 
lyopic  historical  view  of  militant  youth  by  equating,  for  example,  the 
ctions  of  the  Boston  Tea  Party  with  the  destruction  of  property  by  a few  of 
ur  militant  youth.  There  is  a difference:  the  youth  of  Colonial  times  de- 
ed taxation  without  representation;  those  few  of  today’s  youth  who  resort 
o violence  and  destruction  want  representation  without  taxation. 

historical  Perspective.  For  a quarter  of  a century,  we  have  witnessed  an 
nprecedented  empathy  for  the  problems,  anxieties,  and  identity  quests  of 
outh.  Writings  and  podium  pronouncements  have  pressured,  cajoled, 
nd  scolded  parents  to  listen  to,  understand,  and  communicate  with  their 
sen-agers.  Absent  and  seldom  noted  as  missing,  have  been  those  printed 
nd  spoken  words  which  might  have  alerted  youth  to  the  necessity  of 
eciprocity  in  communication.  If  it  has  been  unpopular  to  remind  youth  of 
heir  responsibility  to  listen  to  and  communicate  with  adults,  it  has  been 
irtually  blasphemous  to  suggest  that  teen-agers  be  aware  of,  even  if  they 
annot  empathize  with,  the  identity  struggles  and  anxieties  of  their  parents. 

sfter  hours  of  listening  to  youth  and  then  being  faulted  for  not  listening, 
ou  may  have  realized  belatedly  that  they  equated  listening  with  agreement; 
ince  you  didn’t  agree  and  assent  to  their  wishes,  you  obviously  were  not 
stening. 

)own  the  primrose  path  youth  has  cavorted ! That  the  younger  generation 
acks  a sense  of  history  is  hardly  surprising.  They  were  tantalized  by  vul- 
garized versions  of  the  “here  and  now”  of  existentialism  during  the  sensate 
j ixties.  They  have  been  nurtured  for  two  decades  (1945  to  1965)  on  the 
*|hild-rearing  philosophy  of  “fun  morality.”  They  are  unaware  that  20,  30, 
nd  40  years  ago,  we  too  basked  in  the  fleeting  glory  provided  by  our  high 
chool  and  college  commencement  speakers  who,  traditionally  apologizing 
or  the  sorry  world  adults  had  bequeathed  us,  exuded  confidence  that  we 
|yould  set  the  world  right. 

a Pisgah  perspective  (the  mount  from  which  Moses  viewed  the 
’romised  Land  in  which  he  was  never  to  arrive)  the  youth  absorbed  by  the 
ponge-label  as  “hippies”  cannot  be  expected  to  know  the  disillusionment 
>f  those  associated  with  the  religious  reform  movements  of  1830-1880,  who 
reached  and  practiced  almost  everything  advocated  and  tried  by  the 
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hippies.  The  here-and-now  fixation  of  the  hippies  precludes  an  awareness 
of  some  of  the  earlier  religious  reform  movements  in  the  United  States 
which  embodied  peculiar  speech  and  clothing,  refusal  to  cut  hair  or  shave 
beards,  the  sharing  of  sex  partners,  polygamy,  polyandry,  and  a disavowal 
of  private  property.  The  members  of  these  reform  movements  did  not  have 
drugs,  but  they  had  their  “mind  expanding”  visions,  their  “speaking  in 
tongues,”  and  interpretations  thereof.  Many  of  these  earlier  religious  re- 
form movements  gradually  made  180-degree  transitions  from  communal 
property  to  private  property  and  vigorous  capitalism,  and  from  democratic; 
consensus  to  an  authoritarian  hierarchy.  Espousing  a here-and-now  cause, 
the  hippies  cannot  be  expected  to  have  learned  the  lessons  of  history. 

There  Are  No  Guarantees.  Their  parent’s  degree  of  sympathy  and  empathy 
with  young  people  confronted  by  a world  of  uncertainties  has  further  aided 
and  abetted  their  ahistorical  focus  on  the  here  and  now.  Have  parents  in 
their  40s  and  50s  so  completely  forgotten  their  uncertainties  as  youth  in  the 
1930s?  They  were  given  no  guarantee  of  jobs,  of  adequate  medical  care,  or 
even  the  daily  necessities  that  were  dependent  on  father’s  day-to-day 
employment.  Reared  on  these  uncertainties  and  on  meal-time  discussions  of 
economic  bleakness,  theirs  were  the  uncertainties  of  Hitler’s  rise  to  power, i 
the  bombing  of  Pearl  Harbor,  and  the  entry  into  a war  that  appeared  to  be 
a losing  proposition  for  two  years  and  was  expected  to  last  at  least  five  to 
ten  years  before  (and  if)  we  won  it.  Yet  such  uncertainties  were  not  ac- 
ceptable excuses  for  copping  out. 

The  early  settlers  and  pioneers  could  have  used  the  uncertainties  of  being 
alive  tomorrow  or  of  not  having  sufficient  food  for  the  winter  as  excuses  to 
disengage.  The  youth  of  the  Civil  War  period  could  have  used  the  lack  of  a 
national  consensus  as  an  excuse  for  not  participating  in  a war  in  which  the 
enemy  all  too  frequently  was  a father,  son,  or  brother. 

This  is  not  to  argue  that  young  people  should  be  involved  in  Viet  Nam,  nor 
to  justify  United  States  involvement  in  any  war;  it  is  to  emphasize  that 
uncertainties  are  part  and  parcel  of  human  life,  and  that  parents’  over- 
empathy with  young  people’s  confrontation  with  uncertainty  has  abetted 
youth’s  unrealistic  expectations  of  guarantees. 

The  Perfectionist  Myth.  Parents  in  the  35  to  55  age  group  could  never  relax 
in  childrearing  as  did  their  parents  who  were  able  to  get  off  the  hook  b> 
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sference  to  the  “black  sheep  of  the  family.”  The  parents  of  today’s  youth 
arely  used  this  phrase  because  of  an  unlimited  faith  in  science,  or  what 
lossard  has  referred  to  as  the  “philosophy  of  the  modern  mind.” 

laving  successfully  applied  scientific  methods  in  the  technological  revolu- 
on,  our  country  then  applied  scientific  methods  to  the  study  of  human 
: Nations  generally  and  childbearing  specifically.  Middle-class  parents  in 
articular  have  been  indoctrinated  with  the  notion  that  unless  they  are 
btuse,  evil,  or  stupid  it  is  possible  to  rear  the  perfect  child.  This  indoc- 
1 -ination  placed  tremendous  pressure  on  the  parents,  resulting  in  con- 
derable  feelings  of  guilt  for  failure  to  meet  unrealistic  expectations. 

Confronted  by  teen-agers  and  youth  who  insist  on  a series  of  rights  and 
rivileges  together  with  permissiveness,  parents  are  doubly  defeated  by 
: jelings  of  failure  when  subscribing  to  the  notion  that  they  should  have 
een  able  to  rear  close  to  perfect  children.  Missing  is  the  precious  freedom 
? } err.  The  experts  themselves,  of  course,  exercise  this  freedom,  as  is 
vident  in  the  180-degree  changes  in  their  advice.  However,  parents  are 
naware  of  these  20  to  30  year  changes  because  they  read  the  literature 
’ nly  when  they  are  parents. 

1 Vhen  Are  They  Launched  and  By  Whom  ? The  built-in  expectation  that 
dequate  parents  should  rear  problem-free  children  fosters  the  parental 
lability  to  ever  quite  give  up  and  launch  their  children.  Thus  we  increas- 
lgly  see  the  pattern  of  today’s  parents  continuing  to  make  sacrifices  to 
jpport  their  married  children  in  college,  even  when  those  married 
lildren  have  two  or  three  children  of  their  own.  The  guilt  fostered  in 
arents  by  the  experts  is  felt  deeply.  Parents  try  to  expiate  this  guilt  by 
Dmpensating  for  their  purported  failure  by  continually  helping  their 
i lildren.  It  would  be  far  more  reassuring  to  parents  were  they  to  accept  the 
! ict  that  one  can  never  really  know  how  youngsters  will  turn  out.  Some  are 
lodels  of  behavior  at  20,  and  a mess  at  40.  Others  seem  hopeless  at  20, 
nd  are  pillars  of  society  at  35. 

iterlaced  with  all  of  this,  of  course,  is  that  parents  have  been  indoctrinated 
• ) assume  too  much  credit,  hence  too  much  blame,  concerning  their  in- 
uences  upon  their  children.  There  are  many  fingers  in  the  pie.  Between  the 
ges  of  six  and  eighteen,  the  majority  of  the  child’s  wakeful  time  is  spent  in 
intact  with  or  under  the  supposed  supervision  of  adults  other  than  his 
irents.  Madison  Avenue  has  not  only  a finger  but  almost  an  entire  hand 
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in  the  pie,  as  it  recognizes  the  tremendous  market  buying  power  of  youth 
and  addresses  them  as  if  they  had  both  adult  bodies  and  budgets.  More- 
over, parents  of  today’s  teen-agers  are  far  outnumbered;  born  during  the 
low  birth  rate  of  the  depression  years  and  early  40s,  they  are  confronted  b>j 
a far  greater  number  of  teen-agers  than  this  country  has  ever  experienced. 

I) 

The  Separation  of  Responsibility  and  Authority.  Another  source  of 
parental  harassment  is  the  separation  of  responsibility  and  authority. 
Approximately  two-thirds  of  the  states  permit  eighteen-year-old  females  tc 
marry  without  parental  consent.  Yet  in  these  same  states,  full  financial  and! 
legal  responsibility  is  not  given  to  the  unmarried  eighteen-year-old  girl,  bul 
is  still  affixed  to  her  parents.  Thus  parents  in  New  York  whose  nineteen- 
year-old  unmarried  daughter  has  migrated  to  hippie  land  on  the  Wesl 
Coast,  or  vice  versa,  find  it  almost  impossible  to  bodily  force  their  daughter 
to  return  home.  Yet  if  that  daughter  should  encounter  difficulties  or  per-1 
haps  have  an  automobile  accident  involving  manslaughter  or  serious 
damage,  her  parents  can  be  held  financially  and  legally  responsible. 

m 

Universities  and  colleges  assume  some  parental  responsibility  in  establish- 
ing increasingly  permissive  regulations  concerning  drinking,  week-enc 
absences,  and  visitation  policies  in  dormitory  rooms.  Parents  are  quite 
impotent  to  refute  the  authority  of  the  university  in  establishing  such 
regulations.  However,  if  the  student  should  get  into  serious  trouble,  he  oi 
she  probably  will  be  sent  home  since  the  parents  still  are  held  responsible. 

If  parents  are  expected  to  be  responsible,  both  financially  and  legally  for  the 
actions  of  their  children  under  21,  they  therefore  need  some  clear-cul 
authority  and  the  means  to  implement  that  authority.  If,  on  the  other  hand.  ;[i[ 
it  is  wiser  to  let  children  or  youth  anywhere  between  eighteen  and  21 
marry,  travel,  and  go  to  war  without  parental  consent,  responsibility 
should  be  shifted  either  to  the  youth  themselves  or  to  those  exercising 
authority  over  them.  (The  State  of  North  Carolina  has  recently  established;  i 
majority  status  at  age  eighteen,  the  State  of  Maine  at  age  20,  and  earliei 
Great  Britain  granted  majority  status  at  age  eighteen.) 

ft 

The  Inevitable  Insatiability  of  Us  All.  Household  pets  are  insatiable.  One 
can  never  provide  them  with  enough  love  and  attention.  So  it  is  with 
children.  The  more  affection,  money,  candy,  and  privileges  they  are  given.!  & 
the  more  they  will  want.  Oddly  enough,  we  act  as  if  they  will  draw  a line,  i 
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hey  will  not.  As  adults,  we  too  are  insatiable.  Regardless  of  how  much 
ower,  money,  or  prestige  we  have,  most  of  us  probably  would  accept 
lore  if  someone  will  provide  it.  The  failure  to  recognize  the  insatiability  of 
ets,  youth,  and  adults  traps  today’s  parents  into  thinking  that  young 
eople  will  set  limits  on  their  own  demands.  And  because  of  their  anxiety, 
oday’s  parents  too  frequently  are  more  concerned  with  being  accepted  or 
opular  with  their  children  than  with  being  respected. 

’he  deliberate  and  tactical  exploitation  of  adults’  naivety  about  the  in- 
atiability  of  rebellious  youth  is  clearly  stated  by  Jerry  Rubin,  the  self- 
t ppointed  spokesman  for  the  yippies.  “Satisfy  our  demands,  and  we  got 
welve  more,  the  more  demands  you  satisfy,  the  more  we  got.”  (Rubin, 
970, 125.) 

Vhy  Today's  Parents  Run  (Scared).  The  concept  that  “the  child  is  Father  to 
he  Man,”  stated  poetically  by  Wordsworth  and  developed  insightfully  by 
Dickson  (1956, 1963),  is  highly  relevant.  The  essence  of  this  concept  is  that, 
i because  every  adult  was  once  a child,  small  in  physical  size,  in  power,  and 
a influence,  the  fear  of  again  being  small  and  impotent  is  forever  with  us, 

| lot  too  far  below  the  conscious  level.  Hence,  our  adult  years  are  permeated 
Vith  repeated  assertions  and  buttresses  against  ever  again  being  small, 
mpotent,  and  powerless. 

The  teen-ager  with  abundant  energy,  new  knowledge,  untarnished  dreams, 
nd  idealism  confronts  the  parents  with  the  realities  of  his  or  her  own 
mited  energy,  obsolete  knowledge,  unfulfilled  dreams,  and  realistic  com- 
promise. Such  confrontation  reawakens  our  early  childhood  anxieties  of 
•ecoming  once  again  small,  powerless,  and  uninfluential.  Because  of  this, 
•arents  may  overreact  in  attempts  to  exert  control  and  influence  over  their 
i;  een-agers  to  disprove  their  own  growing  sense  of  impotency.  For  this 
leason — but  not  for  this  reason  alone — many  of  today’s  35-  to  55-year-old 
>arents  do  indeed  run  scared. 

|f  we  accept  the  psychological  dictum  that  the  frightened  or  insecure  child 
ieeds  not  less  but  more  emotional  support,  understanding,  and  love,  and  if 
•arents  are  people  too,  then  it  should  be  readily  apparent  that  the  parents 
j»f  today  need  not  less  but  more  support,  encouragement,  and  self-con- 
idence.  Confronted  by  a generation  of  children  reared  via  the  experts’ 
licta  on  permissiveness,  and  inculcated  with  a sense  of  accountability  for 
k very  act  of  misbehavior  on  the  part  of  their  children,  parents’  waning  self- 
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unfidence  is  compounded  by  prolonged  responsibility  without  authority 
t a time  when  they  are  outnumbered  and  outmaneuvered  by  their  own 
jen-agers.  The  dignity  of  parenthood  needs  to  be  regained. 

J1  too  frequently,  therapists  and  marriage  counselors  see  and  hear  of  the 
eartache,  the  emotional  and  psychic  prices  being  exacted  from  parents  in 
lie  35  to  55  age  group  who  are  bowed  down  with  remorse  if  not  guilt 
oncerning  their  “failure  as  parents.”  And  much  too  often,  physicians  see 
'nd  hear  the  visceral  and  somatic,  as  well  as  psychic,  price  inflicted  upon 
jarents — particularly  mothers — in  this  age  group  whose  sense  of  failure 
>here  their  children  are  concerned  manifests  itself  symptomatically  in  a 
ariety  of  functional  bodily  ailments  that  defy  treatment. 

his  should  not  be!  The  overwhelming  majority  of  these  mothers  have 
one  a commendable  job  of  rearing  their  children.  Inadvertently,  they  are 
ictims  of  a series  of  social  and  historical  factors.  Moreover,  their  sense  of 
ailure,  or  at  least  anxiety  concerning  their  success  as  mothers,  compounds 
he  negative  aspects  of  their  relations  with  their  daughters.  They  tend  to 
ecome  interfering  grandmothers  and  mothers-in-law  in  a last  effort  to 
ectify  what  they  have  been  led  to  believe  were  considerable  inadequacies 
a their  own  mother  role. 

fouth  will  respect  their  parents  only  to  the  degree  that  parents  respect 
hemselves.  Parenthood  is  not  a popularity  contest,  yet  the  fusion  of  needs 
rnd  wants  has  placed  youth  in  the  saddle  to  the  extent  that  it  is  now  youth 
ather  than  parents  who  threaten  to  withdraw  and  withhold  love  unless 
heir  wishes  are  granted. 

Tomorrow’s  Parents:  The  Pendulum  Swings1 

Vhat  of  tomorrow’s  parents?  The  current  one-sided  emphasis  on  youth  has 
ll-prepared  them  for  the  abrupt  transition  to  the  role  of  parent  at  ages  19, 
13,  or  25.  Better  that  they  not  be  further  encouraged  to  undermine  their 
uture  role  as  parents  by  continuing  the  one-sided  emphasis  on  under- 
tanding,  listening,  and  ceding  to  youth.  Rather  the  emphasis  on  youth’s 
vants,  needs,  and  uncertainties  should  be  balanced  by  a more  realistic 


Adapted  with  permission  by  the  Williams  and  Wilkins  Company  and  the  author  from 
2.  E.  Vincent,  The  Forgotten  Patients : Parents  of  Adolescents,  International  Journal  of 
jynecology  and  Obstetrics,  1970,  8,  487-494.  Copyright  © 1970,  Williams  and  Wilkins 
Company,  Baltimore. 
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awareness  of  their  responsibility  for  listening  to  and  understanding  some  o 
the  identity  problems  and  anxieties  confronting  their  parents. 


■ 


* 


Moreover,  and  perhaps  a dubious  consolation  to  the  caught  generation,  i 
is  my  thesis  that  the  “generation”  of  15-25  year  olds  in  1970  (the  25-3!; 
year  olds  in  1980)  will,  as  they  become  parents,  usher  in  during  the  security 
conscious  seventies , a highly  restrictive  childrearing  era,  and  also  a perioc 
of  political  conservatism  and  international  isolationism.  This  thesis  derive; 
in  part  from  the  pendulum  theory  of  history  which  implies  that  the  mo 
mentum  required  to  overcome  one  direction  of  the  arc  usually  carried  us 
far  beyond  the  intended  goal,  setting  the  stage  for  the  return  arc  of  the 
pendulum. 


The  wide  pendulum  swings  in  childrearing  theories  and  practices  during  the! 
first  half  of  this  century  (see  chart)  were  documented  in  an  earlier  contenl; 
analysis  of  more  than  800  professional  articles  and  books  on  infant  care! 
published  between  1890  and  1950.  (Vincent,  1951)  The  basic  trends  oi 
these  changes  were  also  documented  independently  by  Stendler  (1950)  in  i 
separate  content  analysis  of  three  women’s  magazines.  The  trends  showi 
for  1950-1970  are  based  on  my  more  cursory  review  of  the  literature;  anc 
the  trend  for  1970-1980  is  a projection. 
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The  period  from  1915  to  1935  represented  a “parents’  era,”  with  the 
emphasis  on  mother’s  competence  and  right  to  make  decisions  concerning! 
when,  where,  and  how  her  children’s  needs  would  be  met.  Obviously,  not' 
all  “experts,”  and  certainly  not  all  parents  shifted  from  permissive  to 
restrictive  to  permissive  at  the  same  time  or  to  the  same  degree.  The  focus; 
here  is  on  broad  historical  trends. 

i 

The  extreme  of  the  restrictive  era  occurred  in  the  mid-twenties.  In  1923,  the 
Children’s  Bureau  of  the  United  States  Department  of  Labor  was  recom-! 
mending,  through  its  publication  Infant  Care , that  mothers  feed  their 
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N ifants  on  strict,  regular  schedules,  and  was  advising  that  “Toilet  training 
lay  be  begun  as  early  as  the  end  of  the  first  month  . . . The  first  essential  in 
owel  training  is  absolute  regularity.”  (1950,  42-43)  In  1928,  John  B. 
jVatson  was  writing : 

“ There  is  a sensible  way  of  treating  children  . . . Let  your  be- 
® I havior  always  be  objective  and  kindly  firm.  Never  hug  and  kiss 
Mil  them , never  let  them  sit  in  your  lap.  If  you  must , kiss  them  once 

ri«  on  the  forehead  when  they  say  good-night.  Shake  hands  with 

them  in  the  morning ."  {1928,  73) 

lie  period  from  1945  to  1965  represented  the  “children’s  era”  that  wit- 
essed  the  fusion  of  “wants”  with  “needs,”  the  emergence  of  “fun  moral- 
ity.” What  the  child  wanted  was  presumed,  even  by  nutritionists,  to  be 
yhat  was  needed  and  therefore  should  be  provided.  In  the  early  forties, 
pothers  were  being  advised  that  toilet  training  should  not  start  too  early 
>r  be  too  strict  and  that  “unvarying  obedience  is  not  desirable.”  (Bradbury, 
943,  45,  125)  “It  is  reasonable  to  feed  a baby  when  he’s  hungry  ...  It  is 
unreasonable  to  make  him  wait  . . . Studies  of  so-called  spoiled  children 
ind  their  homes  have  shown  that  they  were  denied  adequate  mothering.” 
Kenyon,  1940,  92,  110)  Beginning  in  the  late  forties  and  continuing 
hroughout  the  fifties  and  early  sixties,  “Momism”  and  cherchez  la  mere 
>ecame  thematic. 

The  implications  of  these  broad  and  highly  generalized  swings  of  the 
)endulum  are  as  follows : 

A.  Today's  35  to  55  year-old  parents : 

1.  They  were  born  and  reared  during  the  restrictive  “ parents'  era"  of 
1915-1935. 

2.  They  were  strongly  influenced  by  the  economic  depression  and  the 
work-and-save  ethic  of  the  1930' s. 

However 

3.  They  became  and  were  parents  during  the  permissive  “ children - 

I youth"  era  of 1945-1965 , 

a.  which  they  helped  to  initiate  and  support  as  a reaction  to  the  way 
they  were  reared;  and 

b.  which  they  compounded  by  wanting  to  provide  their  children  with 
the  material  advantages  that  they  had  been  denied  during  the 
depression  and  that  the  affluence  of  the  1960s  made  possible. 

B.  Tomorrow' s Parents,  the  15  to  25  year-olds  in  1970 : 
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They  were  born  and  reared  during  the  permissive  “ children-youth’ 
era  of 1945-1965. 

They  are  accustomed  to  having  their  “wants”  regarded  as  “ needs'  ion 
to  be  satisfied  here  and  now. 

However 

As  parents  during  the  seventies  and  eighties , they  will  usher  | 
another  restrictive  “ parents ” era, 

a.  consistent  with  their  experience  of  a high  priority  having  beer\ 
given  their  own  needs  and  wants , and 

consistent  with  their  emphasis , if  not  insistence , upon  bein £ 
/zraraf  and  doing  their  thing. 


b. 


t 

% 


The  early  clues  that  the  15-25  year  olds  in  1970  will  usher  in  a “restrictive 
parents  era”,  and  a conservative  and  isolationist  era  in  politics,  are  diverse 
and  inferential.  We  have  the  hippie  commune  parents  whose  “true  be- 
liever” fixation  on  doing  their  own  thing  minimizes  if  not  ignores  the 
importance  of  birth  certificates  and  adequate  pre-and  postnatal  health 
care  for  their  children.  On  college  campuses,  there  are  those  couples  living 
together  whose  equalitarian  emphasis  on  experimental  living  together  tend: 
to  crumble,  reverting  to  more  traditional  forms,  when  their  sharing  th< 
same  pad  begins  to  include  the  reality  of  a time  commitment  to  each  other 
and  of  a financial  responsibility  for  each  other  rather  than  a subsidy  from 
one  or  both  sets  of  parents. 


There  are  those  college  students  who  are  becoming  righteously  indignant 
and  very  outspoken  about  the  immaturity  of  youth,  as  the  college  drug 
scene  and  demonstration  activity  shifts  increasingly  to  the  high  school 
campuses.  High  school  students  have  long  followed  and  sought  to  mimic 
college  students — whether  it  be  courtship  patterns,  band  uniforms,  student 
government,  or  the  current  demonstration  and  protest  activities.  The  early 
1970s  will  undoubtedly  witness  a greater  increase  of  the  latter- type  activity- 
on  high  school  than  on  college  campuses.  And  few  things  dampen  the 
ardor  of  college  students  for  a given  behavior  as  the  emulation  of  that 
behavior  by  those  younger  than  they. 

Much  of  the  15-25  year-olds’  emphasis  on  “liberality,”  “love,”  “sharing,” 
and  “anti-materialism”  has  flourished  during  the  late  1960s  without  the 
reality-testing  of  responsibilities.  Some  of  those  youths  in  their  early 
twenties  who  are  beginning  to  support  themselves  are  already  complaining 
about  the  “free  loaders.”  Former  students  who  once  denounced  any  form 
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■ grading  system,  are  subsequently  reverting  to  a more  traditional  com- 
ititive  system  when  they  select  a physician  or  a mechanic  on  the  basis  of 
jrformance  and  authoritative  knowledge,  rather  than  “pass  or  fail” 
iteria.  They  also  reflect  the  traditional  competitive  system  when  they  do 
)mparison  shopping,  and  seek  promotions  or  salary  increases  on  the  basis 
f their  individual  work  performance. 


nother  inferential  clue  to  the  advent  of  a restrictive  parent  era  is  found  in 
le  comment  of  today’s  youth  to  the  effect  that  their  parents  “couldn’t 
rntrol,”  or  “lost  control.”  What  the  35-55  year-old  parents  perceived  as 
eing  lenient  and  understanding,  if  not  permissive,  their  college-age 
lildren  perceive  increasingly  as  being  weak,  ambivalent,  and  not  in  con- 
ol.  Given  their  perception,  they  are  already  commenting  on  their  intent  to 
flange  this — to  maintain  control,  to  be  in  charge  of  those  younger  (even  by 

Sfew  years)  than  they. 

:ai|!  Mistake  Revisited.  That  youth  should  be  heard  is  now  a demand  within 
i jlmost  every  social  institution.  It  includes  youth’s  demands  for  a voice  in 
^ lie  running  of  universities,  medical  schools,  and  city  councils.  It  is  a basic 
nd  sound  principle  that  ideas,  criticisms,  and  innovative  suggestions 
tiould  be  heard  and  considered  on  the  basis  of  their  merits,  rather  than  on 
m re  basis  of  whether  they  are  presented  by  the  youth  or  the  old,  the  blacks  or 
le  whites,  the  affluent  or  the  poor,  the  experienced  or  the  inexperienced. 
routh  has  rightly  faulted  the  older  generation  for  ignoring  this  principle. 


owever,  youth’s  insistence  upon  being  heard  and  listened  to  by  those  older 
nd  more  experienced  than  they  is  not  matched  with  an  equal  concern  that 
hese  same  young  people  listen  to  and  hear  those  younger  and  less  exper- 
nced  than  they  are.  They  demand  to  be  heard  and  represented,  for 
xample,  on  committees  of  universities;  but  have  they  been  equally  con- 
erned  about  having  senior  high  school  students  represented  on  college- 
tudent  government  committees?  Where  are  the  undergraduate  representa- 
ives  on  graduate-student  committees?  High  school  seniors  will  be  affected 
or  four  years  by  changes  in  college  student  government  policies  brought 
ibout  by  college  seniors  who  are  graduating  and  leaving.  But  to  ask  college 
tudents  about  listening  to  high  school  students  is  to  hear  them  give  various 
easons  why  it  wouldn’t  work  (the  difficulty  of  selecting  a “representative” 
i high  school  senior,  the  inexperience  and  immaturity  of  high  school 
®j  tudents),  reasons  which  they  themselves  readily  reject  when  expressed  by 
college  administrators. 
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e have  ill  served  youth  by  acceding  to  their  demands  to  be  heard  and  re- 
esented  in  the  councils  and  committees  of  those  who  are  much  older  and 
r more  experienced  than  they,  when  we  have  not  at  the  same  time  insisted 
[ at  they  be  willing  to  listen  to  those  who  are  only  a little  younger  and  less 
perienced  than  they  are. 

outh’s  one-way  focus  on  their  being  heard  and  represented  is  self-per- 
ptuating  in  a way  that  can  lead  them  to  not  only  repeat  but  compound  our 
istake  of  not  listening.  At  30,  they  may  be  more  intent  on  being  heard  by 
ose  who  are  40,  than  on  listening  to  those  who  are  20.  Had  they  listened, 
|)u  could  have  told  them  that  at  40  or  50  you  are  still  trying  to  be  heard  by 
lose  in  their  60’s.  By  failing  to  practice  what  they  preach  and  demand, 
|me  young  people  are  undermining  the  very  principle  they  are  espousing. 

[have  written  as  if  there  were  only  one  group,  one  type  of  young  people, 
bviously  there  are  almost  infinite  variances  in  the  types  and  groupings  of 
|pth  youth  and  adults.  The  vast  majority  of  our  youth  think,  act,  and  live 
ways  such  as  to  deserve  our  respect  and  admiration ; but  this  is  equally 
|iue  of  the  vast  majority  of  the  “caught  generation”  of  35-  to  55-year-old 
irents. 

! my  crystal  ball  thesis  is  even  partially  correct,  there  is  cause  for  concern 
lat  the  pendulum  swing  toward  a restrictive-conservative  era  is  moving 
|!iuch  too  rapidly;  but  for  those  of  you  in  the  caught  generation  there  is  the 
msolation  that  your  grandchildren  will  be  more  respectful,  appreciative, 
id  well  mannered. 
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Recent  preoccupation  with  “youth  and  drugs”  has  nearly 
obscured  the  fact  that  abuse  of  the  old  drug,  alcohol,  remains 
our  biggest  chemical  problem.  Trends  are  now  being  reported 
which,  if  verified,  could  lead  to  new  priorities  for  research, 
treatment,  and  education  in  this  field. 

The  once  ubiquitous  drug-crisis  intervention  centres  seem  to  be 
losing  their  popular  appeal  and  support  to  more  comprehensive 
community  information  and  referral  centres.  Another  trend, 
attributed  by  some  to  lowering  the  legal  drinking  age,  is  the 
apparent  increase  in  consumption  of  alcohol  by  young  people. 
First  indications  came  from  youth  workers  concerned  about 
growing  public  intoxication  among  street  kids.  More  recently, 
health  workers  report  teen-age  “juice  freaks”  vying  with 
“speed  freaks”  for  medical  services. 

Overall  it  would  appear  that  panic  is  being  displaced  by  per- 
spective and  the  drama  and  distortions  of  the  past  are  being 
tempered  with  information  and  experience.  And  some  good 
lessons  have  been  learned. 

One  of  them  is  that  the  day  of  unilateral  institutional  or  pro- 
fessional response  is  over.  Co-operation  between  agencies  and 
individual  workers  can  provide  better  services  at  lower  cost. 
New  complex  health  and  social  problems  require  bold,  inno- 
vative responses.  Traditional  services  and  experimental  pro- 
grams alike  can  learn  from  each  other  without  the  burden  of 
irrelevant  dogmas,  rhetoric,  and  hostility. 

With  more  than  50%  of  traffic  fatalities  attributed  to  drinking 
and  driving,  it  is  time  now  to  bring  the  benefits  of  co-operation 
to  bear  on  the  impaired  driver.  Evidence  and  concern  from 
courts,  police,  and  motor-vehicle  licensing  authorities  suggest 
a promising  coalition. 

If  we  are  to  deal  effectively  with  the  appalling  consequences  of 
impaired  driving,  careful  research  plus  innovation  in  treatment 
and  educational  programs  and  co-operation  between  relevant 
agencies  are  necessary.  The  experience  of  other  Foundation  pro- 
jects exploiting  early  intervention  and  providing  viable  alterna- 
tives to  neglect  or  punishment  is  available.  What  is  also  needed 
is  the  same -sense,  of  urgency  and  concern  that  produced  useful 
programs  jh  the  pa§t,  to  mobilize  the  required  resources  for 
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dost  of  us  are  familiar  now  with  the  term  “future  shock.”  We  are  being 
old  by  the  scientists  and  by  the  philosophers  that  our  lives  are  changing 
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at  an  unprecedented  rate ; and  our  experience  tells  us  more  and  more  ofter 
that  this  is  true. 


But  it  is  also  becoming  apparent  that  our  society  is  not  only  developing 
much  faster;  it  is  being  transformed  into  a quite  different  kind  of  society! 
to  one  in  which  we  have  yet  to  learn  how  to  live. 


This  new  society  we  are  entering  has  been  called,  by  the  renowned  Britisl 
economist  Robert  Theobald,  “the  communications  society.”  This  is 
catchy  phrase  but  what  does  this  term  tell  us? 


It  says  that  one  of  the  most  important  features  of  the  coming  age  is  tha 
we  can  communicate  with  each  other  faster  and  in  greater  complexity  thai 
at  any  time  in  history.  In  the  coming  world  of  computers,  television 
satellite  links,  laser  line  videophones,  we  can  exchange  ideas  almost  a 
soon  as  they  are  conceived.  We  discover  things  faster.  We  tell  other  peopl( 
about  them  faster:  and  the  more  we  become  aware  of  this  world-wide 
exchange  of  information,  the  more  we  realize  the  universal  ramification: 
of  everything  we  do  . . . 


Drug  Problems 

We  have  seen  in  very  recent  times  the  problems  created  by  advancing 
technology  in  the  world  of  drugs. 


In  the  space  of  three  short  years  our  children  learned  more  about  the 
botany,  pharmacology,  and  distribution  economics  of  psychedelic  mind 
expanding  drugs  than  would  have  been  possible  in  a lifetime,  only 
generation  ago. 


Si, 


■i  It 

If  the  game  had  been  played  by  the  old  rules,  our  children  would  hav*  e 
learned  about  drugs  slowly;  and  drug  abuse  would  have  entered  oui  tl 
collective  experience  at  a speed  that  we  could  deal  with  through  traditional  sir 
institutions;  from  the  family,  the  church,  and  the  school  to  the  law.  Yei! 
overnight  our  children  know  how  to  use,  manufacture,  distribute.  If  we 
think  for  a moment,  not  of  the  numerous  social  casualties  of  this  sudder  ; 
rapid  learning  experience,  but  of  the  survivors,  we  can  see  that  the  laws  die 
not  respond  to  them.  ! a 

Hi 

An  entire  generation  of  children  experimented  with  LSD,  learned  froir  i 
their  experience,  and  largely  abandoned  it  while  we  attempted  to  control  is 
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eir  experimentation  with  laws  that  were  designed  for  a wholly  different 
irpose : of  regulating  the  manufacture  of  dangerous  drugs  by  commercial 
anufacturers. 

* lready,  mind-expansion  and  the  exploration  of  inner  space  are  entering 
new  stage.  A new  generation  of  young  people  is  beginning  to  explore 
ectronic  methods  of  self-knowledge  and  pleasure  through  bio-feedback 
aining,  a technique  which  presumably  allows  you  to  control  the  state  of 
bur  health,  happiness,  and  well-being.  The  ultimate  possibilities  of  this 
pe  of  control  being,  we  are  told,  “nothing  less  than  the  evolution  of  an 
itirely  new  culture  where  people  can  change  their  mental  and  physical 
ates  as  easily  as  switching  channels  on  a television  set.” 

; this  likely  to  create  a problem  for  our  society?  If  it  does,  our  laws  have 
o ways  of  responding  to  it.  There  are  no  precedents  and  if  we  allow  the 
iws  to  adapt  at  their  traditional  speed,  society  will,  in  all  likelihood,  have 
bandoned  bio-feedback  in  favor  of  something  else  long  before  we  are 
;ady  to  respond. 

ret  if  we  acknowledge  that  new  ideas  are  coming  at  us  at  this  startling 
ace,  what  of  the  old  values?  Do  they  have  a place? 

'ustodians  Needed 

would  suggest  that  our  traditional  values  do  indeed  have  a place ; and  to 
nsure  that  they  are  not  lost,  we  must  make  sure  that  there  are  custodians. 

would  suggest  that  it  is  our  role  to  be  custodians  of  these  values  and  to 
nd  ways  of  making  them  available  as  points  of  reference  in  this  rapidly- 
hanging  world. 

tut  I would  emphasize  most  strongly  that  I do  not  believe  it  is  possible,  or 
jlesirable,  to  impose  traditional  values  on  the  generation  that  is  entering 
|his  post-industrial  age. 

Our  children  are  undergoing  experiences  so  different  from  ours  that  it 
eems  to  me  unreasonable  to  suppose  that  all  our  values  will  fit  their 
ituation.  This  makes  us  feel  uncomfortable  but  I do  not  believe  that  this 
leed  be  so. 

t is  always  disturbing  when  your  child  comes  home  and  tells  you  about 
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something  you  completely  fail  to  understand,  whether  it  is  a new  system 
of  mathematics  or  a new  attitude  to  dating  . . . 

As  transitional  men  we  have  a place,  as  a link  between  the  age  that  is 
ending  and  the  new  and  often  mysterious  one  that  we  are  entering. 

If  the  industrial  age  is  dead  I suggest  that  we  do  not  need  to  die  with  it. 

»I  suggest  that  we  have  a vital  task.  It  is  our  task  to  usher  in  this  new  era. 
It  is  our  task  to  make  available,  not  oppressive,  simply  available,  those 
traditional  values  which  future  generations  may  need.  We  cannot  choose 
for  them  . . . 

But  if  we  are  to  make  our  values  available  in  this  new  era  of  technology  and 
rapid  flux,  we  must  not  be  hurt  if  our  values  are  sometimes  rejected. 

Values  Rejected 

Older  values  have  always  been  rejected.  In  earlier,  more  leisured  days,  the 
rejection  took  place  gradually  over  a generation  or  two,  or  even  a century. 
Now  it  takes  place  over  breakfast.  We  may  be  alarmed  but  we  should  not 
be  surprised  . . . 

Parents  always  try  to  protect  their  young  from  what  their  experience  tells 
them  is  dangerous.  Parental  cultures  are  no  different.  They  also  try  to 
protect  youthful  emergent  cultures.  But  protect  from  what?  The  rate  of 
change  is  so  rapid  that  our  experience  is  of  little  use  if  we  limit  ourselves  to 
issuing  baleful  warnings  of  a phenomenon  of  which  we  have  just  become 
aware  and  which  is  already  passe  to  our  children. 

No.  Rather  it  is  our  task  and  our  duty  to  give  them  free  access  to  those 


new  generation  of  young  people  is  beginning 
explore  electronic  methods  of  self-knowledge  and 
sasure  through  bio-feedback  training  ..." 


traditions  and  values  which  will  help  them  in  their  task  of  survival  in  the 
new  worlds  they  explore.  Our  only  fear  should  be  that  we  have  not  given 
freely  enough  . . . 

I have  spent  some  little  time  outlining  what  I consider  to  be  our  personal 
challenge — yours  and  mine — because  by  analogy  I see  the  role  of  the  Law 
Reform  Commission  of  Canada  in  a similar  context.  The  statute  which 
created  the  commission  charged  it  with  the  responsibility  of  developing 
“new  approaches  to  and  new  concepts  of  the  law  in  keeping  with  and 
responsive  to  the  changing  needs  of  modern  Canadian  society  and  of 
individual  members  of  that  society.”  Clearly,  to  carry  on  with  the  accepted 
techniques  of  law  amendment  and  change  in  the  face  of  this  sweeping 
mandate  would  be  to  completely  fail  to  carry  out  the  responsibilities 
imposed  by  Parliament. 

New  Techniques 

It  would  have  been  nice  if  we  could  have  operated  strictly  by  precedent  and 
measured  modification  of  those  precedents.  We  cannot:  so  we  find  new 
methods  and  techniques  to  encourage  public  participation  in  a continuing 
comprehensive  dialogue  involving  a reconsideration  of  our  system  of 
values — and  thus  in  some  small  way  facilitate  the  transition  to  the  new  age. 

Traditionally,  the  law  and  its  enforcement  machinery  has  been  principally 
directed  toward  interests  related  to  economic,  proprietary,  and  purported 
moral  values  as  espoused  by  the  dominant  groups  in  the  particular  society. 
We  now  have  the  possibly  unique  opportunity  to  assist  in  adapting  the 
social  force  of  the  law  to  the  minimum  needs  of  a new  society,  i.e.,  to  the 
protection  of  values  concerned  with  individual  dignity  and  acceptable 
quality  of  life  standards  for  all. 


"Our  children  are  undergoing 
experiences . . . different  from  ours . . . this 
makes  us  feel  uncomfortable 
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This  is  the  challenge  which  faces  us  on  a societal  level — different  in  scope 
out  not  in  kind  to  that  which  confronts  us  personally  in  our  individual  lives. 

[f  we  accept  this  transitional  role,  either  within  the  context  of  the  family, 
commerce  or  a law  reform  commission,  then  certain  changes  become 
inevitable. 

We  must  learn  to  respond  more  appropriately  and  we  must  begin  to  find 
ways  of  testing  our  traditional  values  more  quickly  in  new  situations  to 
discover  whether  or  not  they  are  relevant. 

So  we  have  a choice.  To  die  out  with  the  decaying  industrial  world  which 
has  for  the  most  part  served  us  well,  or  to  take  up  the  new  career  of  transi- 
tional men — prepared  to  play  our  role  in  forming  the  new  social  conditions 
which  hopefully  will  be  characterized  by  process  and  co-operation  rather 
than  force  and  competition. 


Unless  you  and  others  like  you  participate  in  this  new  full-time  mid-wife 
career  of  transition(ism),  our  children  face  a probable  life  of  chaos  or,  with 
more  certainty  than  I like  to  think  of,  no  life  at  all. 

I am  excited  by  the  future,  but  I cannot  be  optimistic  unless  people  like 
you  and  I leave  the  security  of  our  industrial  age  cocoons  and  take  up  the 
challenge  of  becoming  transitional  men. 


||.  our  experience  is  of  little  use  if  we  limit 
rselves  to  issuing  baleful  warnings  of  a 
enomenon  of  which  we  have  just  become 
are  and  which  is  already  passe  to  our  children." 
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by  Thomas  J.  Crowley 


Learning  can  be  defined  as  behavioral  change  through  experience,  and  drug 
abuse  behavior,  which  develops  with  experience,  is  therefore  one  kind  of 
learned  behavior.  If  a particular  behavior  is  regularly  reinforced,  organisms 
learn  to  generate  that  behavior  with  increasing  frequence.  This  is  operant 
learning  in  which  the  organism  operates  upon  the  environment  to  obtain 
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reinforcements;  such  learning  probably  contributes  heavily  to  drug  abuse 
behavior.  Relying  on  learning  theory,  this  paper  will  attempt  to  synthesize 
available  information  on  the  reinforcers  for  drug  abuse  behavior  into  a 
clinical  approach  to  drug-abusing  patients. 
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Classes  of  Reinforcement 

Drugs  in  Primary  Positive  Reinforcement.  Primary  reinforcers  are  inherently 1 
reinforcing;  by  themselves  they  can  reinforce  behavior.  Examples  of  pri- 
mary reinforcers  include  food,  sex,  water,  and  electrical  stimulation  in  certain 
brain  loci.  Secondary  reinforcers  are  learned  reinforcers.  For  instance, 
money  has  no  inherent  reinforcing  value,  but  it  becomes  a powerful  rein- 1 
forcer  when  one  learns  that  it  can  be  used  to  obtain  primary  reinforcers. 

II  * 

Clinical  reports  indicate  primary  reinforcement  from  certain  drugs.  The 
intravenous  administration  of  methamphetamine  immediately  produces 
intense  physical  pleasure  described  as  “a  whole  body  orgasm”  and  named 
the  “flash”  or  “rush.”1  Intravenous  heroin  administration  causes  a similar  i 
sensation.  The  reports  of  users  leave  little  doubt  that  these  sensations  are  ; 
highly  reinforcing  at  the  first  exposure. 


Animal  studies  have  confirmed  the  clinical  impression  that  certain  drugs 
are  primary  reinforcers,  while  others  are  not.  Monkeys  with  indwelling 
cannulae  press  levers  to  obtain  injections  of  morphine,  codeine,  cocaine, 
amphetamine,  pentobarbital,  ethanol,  and  caffeine.2  They  do  not  press  to 
receive  nalorphine,  nalorphine-morphine  mixtures,  chlorpromazine,  mes- 
caline, or  saline.  Schuster  and  Thompson’s  thorough  review3  concludes 
that  certain  drugs  are  primary  reinforcers  for  self-administration  in  several 
species. 

Reinforcement  presented  immediately  after  a behavior  is  more  effective  in 
increasing  the  frequency  of  the  behavior.  Intravenous  narcotic  and  stimu- 
lant administration  is  reinforced  almost  instantly  by  the  drug  flash,  and, 
as  expected,  the  rapid  reinforcement  of  i.v.  administration  produces  a more 
persistent  and  pernicious  drug  habit.  Similarly,  even  orally,  self-adminis- 
tration behaviors  develop  more  frequently  with  rapid-acting  barbiturates 
than  with  the  slow-acting  ones.4 


Assumedly,  a dose  of  intravenous  methamphetamine  would  be  physically 
pleasurable  to  anyone.  Why  then  do  some  subjects  continue  to  use  drugs, 
while  others  do  not?  Users  in  impoverished  environments,  with  few  other 
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I inforcers  available,  will  probably  seek  drug  reinforcement  more  actively, 
riis  is  likely  the  case  with  restrained,  isolated,  experimental  monkeys;  with 
jroin  users  in  American  black  ghettoes;  and  with  cocaine  users  in  the 
ndes.5  Similarly,  long  experience  with  disturbed,  unloving  parents  seems 
• convince  many  young  people  that  they  can  never  achieve  respect  or  love 
om  others.  These  people  have  not  learned  to  expect  reinforcement  from 
ijieir  environment,  and  so  they  may  more  actively  seek  the  predictable, 
gular  reinforcement  of  drug  abuse. 

| 

rugs  in  Primary  Negative  Reinforcement.  In  popular  jargon,  “negative  re- 
i itforcement”  is  equated  with  “punishment.”  But  technically,  a negative 
'inforcer  is  a stimulus,  the  termination  of  which  reinforces  behavior.6 
uch  stimuli  are  aversive,  and  negative  reinforcement  is  the  reinforcement 
suiting  from  the  cessation  of  these  aversive  (punishing)  stimuli.  For 


ft 


example,  one  may  open  the  window  when  the  room  becomes  too  hot;  th<| 
termination  of  the  aversive,  stimulus,  heat,  negatively  reinforces  th<j 
window-opening  behavior. 


lav' 


Physical  dependence  follows  the  continued  use  of  narcotics,  sedative! 
hypnotics,  and  alcohol.  When  abstinent  from  these  drugs,  the  chronic  useii  Pr0 
becomes  anxious,  tremulous,  and  physically  ill.  The  termination  of  this  ^ 
aversive,  abstinence  state  by  self-administration  of  the  drug  negatively 
reinforces  the  drug-taking  behavior. 


Me 


Negative  reinforcement  may  help  determine  temporal  patterns  of  dru^i 
abuse.  Users  of  methamphetamine  do  not  develop  the  extreme  withdrawa  l I Sot 
symptoms  of  narcotic,  alcohol,  or  barbiturate  users.  Since  their  immediate  ^ 
withdrawal  discomfort  is  limited,  methamphetamine  abusers  can  fre-  ll 
quently  interrupt  their  “runs”  of  drug  administration  with  “crashes”  oi  P 
abstinence.1’  7»  8 Stimulant  self-administration  by  monkeys  and  rats  isj  !® 
also  intermittent.2’ 8’ 9 Conversely,  human  narcotic  addicts,10  and 


monkeys2  lever-pressing  for  narcotics  or  barbiturates,  steadily  administer 
their  drugs.  Monkeys  are  only  somewhat  less  regular  in  working  forlof 
alcohol.  Apparently,  any  drug  affording  primary  positive  reinforcement  1 1 
may  be  abused,  but  the  habit’s  constancy  in  both  animals  and  men  is  ajlosf 
function  of  whether  developing  dependence  produces  a withdrawal  state,! 
the  termination  of  which  negatively  reinforces  drug  administration.  |Fii 


pi; 


Mello11  suggests  that  alcohol  may  impair  one’s  ability  to  attend  to  or  dis-p 
tinguish  aversive  elements  of  the  environment.  Even  without  physical  de- 1 be 


pendence  on  alcohol,  this  “blotto”  effect  may  negatively  reinforce  alcohol 


abuse  by  reducing  the  user’s  perception  of  aversive  stimuli,  and  the  samel sn 
would  probably  be  true  with  narcotics  and  sedative-hypnotics.  j tli 


Drugs  in  Secondary  Positive  Reinforcement.  As  noted  earlier,  objects  or 
situations  develop  secondary  reinforcement  properties  through  regular 
association  with  the  obtaining  of  primary  reinforcers.  Thus,  the  past  rein-! 
forcement  history  is  very  important.  Some  secondary  reinforcers  for  self-lfc 
administration  seem  unrelated  to  the  pharmacologic  effect  of  the  drug,;  L 
while  others  appear  to  be  directly  related  to  the  drug’s  behavioral  effects.  j$e 

f 

The  “mellow  yellow”  fad  exemplified  secondary  reinforcement  unrelated  tojflm 
drug  effects.  Stories  that  the  smoking  of  dried  banana  peels  produced  anile 
hallucinogenic  drug  experience  led  to  “banana  rallies”  in  Greenwich!  la 
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Village  and  widespread  banana  smoking.  One  third  of  users  interviewed 
described  a variety  of  “psychedelic”  experiences,  changes  in  mood,  etc., 
from  the  smoke,  but  two  thirds  found  little  or  no  effect.12  Most  drug  users 
have  now  apparently  decided  that  “banana  grass”  was  a hoax  and  have 
dropped  it  from  the  drug  scene.  This  apparently  inert  placebo  probably 
produced  neither  primary  positive  nor  primary  negative  reinforcement. 
But  the  formation  of  social  groups  sharing  banana  rallies,  banana  music, 
and  a joint  defiance  of  authority  could  provide  strong,  secondary,  non-drug 
related  reinforcement  for  banana-smoking  behavior  in  certain  people. 
Mellow  yellow  use  was  probably  reinforced  only  by  these  group  activities. 

Social  grouping  also  seems  to  reinforce  drug  use  in  the  methamphetamine 
colonies  of  large  cities,  permitting  entry  into  a unique  subculture.7  But 
unlike  mellow  yellow,  methamphetamine  abuse  also  obtains  potent 
primary  positive  reinforcement,  contributing  to  the  persistence  of  metham- 
phetamine abuse  as  mellow  yellow  smoking  disappears. 

Other  secondary  reinforcement  probably  is  related  to  the  behavioral  effects 
of  the  drugs.  Three  variables  interact  here:  differential  drug  effects, 
differential  dose  effects,  and  the  previous  reinforcement  history  of  the 
user. 

First,  different  abused  drugs  have  different  behavioral  effects.  For  example, 
placebo,  morphine,  pentobarbital,  chlorpromazine,  LSD-25,  pyrohexyl, 
amphetamine,  and  alcohol  each  characteristically  alter  question-answering 
behavior  in  a psychological  test.13  As  another  example,  while  narcotics 
appear  to  induce  passivity,  alcohol  and  barbiturates  may  promote  aggres- 
sive behavior.  “The  alcoholic  takes  a drink,  goes  home,  and  beats  his  wife; 
the  narcotic  addict  takes  a ‘shot,’  goes  home,  and  his  wife  beats  him.”10 
Narcotic  addicts  receiving  maintenance  doses  of  opiates  are  rarely  aggres- 
sive or  anti-social,  whereas  these  same  patients  become  pugnacious, 
hostile,  and  sexually  uncontrolled  when  receiving  barbiturates.14 

Second,  variations  in  behavioral  effects  are  not  only  drug-dependent,  but 
are  probably  dose-dependent  as  well.  Small  doses  of  alcohol  can  facilitate 
sexual  or  aggressive  behaviors  (release  of  inhibition),  while  large  doses 
cause  behavioral  suppression  and  coma.  Similarly,  when  the  “stimulant,” 
methamphetamine,  and  the  “sedative,”  phenobarbital,  are  administered 
to  pairs  of  fighting  rats,  smaller  doses  of  each  drug  increase  fighting,  while 
larger  doses  of  each  decrease  it.15’ 16 
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A user  may  find  that  his  own  behavior  after  a certain  dose  of  a certain  drug 
alters  the  behavior  of  others  toward  him.  If  that  alteration  proves  rein- 
forcing to  the  user  (which  would  be  a function  of  the  third  factor  here,  the 
previous  reinforcement  history),  the  drug-taking  behavior  itself  would  be 
reinforced.  “The  choice  of  a particular  class  of  drugs  may  be  explained  on 
the  basis  of  the  assumption  that  a given  agent  facilitates  or  hinders  specific 
patterns  of  behavior  that  are  acceptable  to  the  user.”14  Wieder  and  Kaplan 
observed  that  “when  an  individual  finds  an  agent  that  facilitates  his  pre- 
existing preferential  mode  of  conflict  solution,  it  becomes  his  drug  of 
choice.”17 


Differential  reinforcement  accruing  from  the  differential  behavioral  effects 
of  various  drugs  appears  critical  to  drug  choice.  “The  common  reaction 
given  by  narcotic  addicts  when  asked  why  they  have  not  used  stimulants  is 
that  they  do  not  like  the  effect.  [A  group  of  stimulant  users]  unanimously 
declared  just  the  opposite.  They  wanted  to  speed  up,  act,  accomplish.”18 
One  amphetamine-abusing  patient17  rejected  heroin  because  “I  don’t  want 
to  withdraw,  to  sit  back  and  nod,  or  get  away  from  feeling.  ...  I take  a 
drug  to  cope  with  life,  to  be  productive,  and  get  recognition.  I’m  a shy 
extrovert,  and  people  come  to  me  when  I’m  on  dex  because  I look  happy, 
I’m  not  uptight,  and  my  persecution  complex  is  gone.  I get  inspired  and 
enthusiastic,  I can  dream  up  and  write  term  papers,  I can  think  and 
concentrate.”  Finding  reinforcement  in  the  social  effects  of  drug-induced 
activity,  this  patient  chose  stimulants  over  narcotics. 

Another  possible  example  of  secondary  positive  reinforcement  from  drug- 
induced  behavioral  changes  comes  from  the  Lexington  Hospital.19  Amphet- 
amine abusers  there  had  markedly  elevated  874  MMPI  profiles,  which 
were  significantly  different  from  the  profiles  of  the  general  addict  popula- 
tion. Although  the  MMPI  is  not  standardized  for  this  unique  group,  and 
so  must  be  cautiously  interpreted,  this  profile  usually  indicates  insecurity, 
lack  of  self-reliance,  passive-dependence,  an  inability  to  think  for  oneself,  and 
a failure  to  assume  a dominant  role  in  interactions  with  others.20  The  drug 
effects  reported  by  the  Lexington  abusers  almost  exactly  reverse  this 
description.  Amphetamine  increased  their  loquaciousness,  alertness,  and 
energy,  produced  a sense  of  cleverness,  “crystal-clear  thinking,”  and 
“invigorating  aggressiveness,”  while  it  decreased  their  ambivalence.  Thus, 
a specific  drug  effect  on  assertiveness  may  transiently  “correct”  a specific 
personality  defect  in  assertiveness.  Such  behavioral  changes  could  con- 
tribute heavily  to  drug  choice. 


18 


POTENTIAL  REINFORCERS 
FOR  ABUSE  OF 

VARIOUS  CLASSES  OF  DRUGS 
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0 

0 

TABLE  ONE 


Chaining  may  also  produce  secondary  positive  reinforcement  related  to 
drug  effects.  A whole  series  of  previously  neutral  objects  or  events  may 
develop  reinforcement  characteristics  through  association  with  a primary 
reinforcer.  For  example,  depressing  a syringe  plunger  is  intimately  asso- 
ciated with  the  heroin  “flash.”  Plunger-depressing  is  thereby  reinforced  and 
it  may  also  become  a reinforcer  itself,  capable  of  reinforcing  closely 
associated  acts,  such  as  inserting  the  needle.  Needle-insertion  could  in  turn 
come  to  be  a reinforcer  for  applying  the  tourniquet,  etc.  Theoretically, 
chaining  could  be  carried  all  the  way  back,  e.g.,  to  associating  with  a 
pusher.  It  is  difficult  to  assess  just  how  effective  remote  chaining  is  in  main- 
taining drug-abuse  behavior,  but  it  may  contribute  something  to  recidivism. 
Through  chaining,  mere  association  with  pushers  might  become  mildly 
reinforcing.  Seeking  only  that  reinforcement,  an  ex-user  would  be  exposed 
to  pressure  to  use  drugs  again. 

Drugs  in  Secondary  Negative  Reinforcement.  In  the  absence  of  true  drug 
withdrawal,  syndromes  like  withdrawal  have  been  elicited  in  animals  by 
neutral  stimuli  that  had  previously  accompanied  genuine  withdrawal.  For 
example,  nalorphine  injections  induce  acute  withdrawal  in  morphine- 
dependent  monkeys,  and  if  a buzzer  is  regularly  paired  with  nalorphine, 
eventually  the  buzzer  alone  induces  some  withdrawal  symptoms — heart 
rate  change,  salivation,  and  emesis.21  Comparable  phenomena  do  occur  in 
rats22  and  might  occur  in  humans.23  For  instance,  a man  who  had  frequently 
undergone  genuine  (unconditioned)  withdrawal  in  his  parents’  home 
might  undergo  conditioned  withdrawal  upon  subsequently  entering  their 
home.  This  would  be  a form  of  Pavlovian  conditioning,  in  which  objects 
or  events  regularly  associated  with  an  unconditioned  aversive  state  would 
develop  conditioned  aversive  properties.  The  user  might  then  take  drugs 
to  terminate  the  conditioned  withdrawal,  and  the  termination  would  rein- 
force the  drug-using  behavior.  This  process  can  be  termed  secondary  (or 
learned)  negative  reinforcement  of  drug-using  behavior. 

Reinforcers  Obtainable  from  Different  Drug  Classes 

Evaluating  a drug- abuser  lies  in  asking  the  question,  “Why  does  this 
patient  at  this  time  take  this  drug?”  “Why  this  patient?”  and  “Why  at  this 
time?”  involve  issues  of  the  past  reinforcement  history  and  the  current 
environment,  which  are  beyond  the  scope  of  this  discussion.  But  different 
classes  of  reinforcement  may  accrue  from  the  use  of  different  drugs,  and 
“Why  this  drug?”  may  be  answered  by  those  differences,  which  are  sum- 
marized in  Table  1 and  are  discussed  below.  The  table  may  prove  useful  in 
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evaluating  drug  choice  and  planning  treatment,  but  it  obviously  cannot  be 
applied  blindly  as  a cookbook;  its  use  depends  on  a thorough  understand- 
ing of  each  patient’s  past  history  and  current  circumstances. 


Narcotics.  Primary  positive  reinforcement  is  considerable,  especially  when 
the  drugs  are  used  intravenously.  Apparently,  however,  since  many  oc- 
casional users  spontaneously  discontinue  narcotics,24  this  reinforcement 
must  be  weighed  against  others  that  the  user  has  learned  are  available  to 
him.  One  might  eschew  drugs,  e.g.,  if  they  cost  him  the  love  of  his  girl 
friend ; whereas,  another  user,  whose  past  experience  led  him  to  believe  that 
he  could  not  be  loved,  might  seek  continuing  reinforcement  from  drugs. 

Negative  reinforcement  for  narcotic  administration  is  also  powerful.  The 
withdrawal  syndrome  is  particularly  uncomfortable,  and  relief  comes  very 
rapidly  after  drug  use.  Negative  reinforcement  from  diminished  attention 
to  aversive  stimuli  in  the  environment  (the  “blotto  effect”  of  “going  on  the 
nod”)  also  follows  narcotic  administration.  Narcotics  thus  chemically 
induce  social  isolation  for  people  seeking  it  on  the  basis  of  past  unhappy 
experiences. 

The  abuse  of  heroin  and  its  relatives  certainly  obtains  secondary  positive 
reinforcement.  The  drugs  facilitate  entrance  into  a gang.  For  people  who 
find  rebellion  against  authority  to  be  reinforcing,  narcotic  abuse  places 
them  in  conflict  with  the  law  and  with  social  mores.  Thus,  unrelated  to 
drug  effects,  reinforcing  social  relations  are  established  through  narcotic 
use. 

As  noted  earlier,  narcotics  may  reduce  aggressiveness.  This  direct  drug 
effect  on  behavior  might  increase  the  reinforcement  some  users  could 
obtain  from  certain  environments.  Chaining,  in  which  each  element  of  the 
chain  of  drug  abuse  behaviors  develops  reinforcing  properties  for  preceding 
I elements,  is  difficult  to  assess  but  may  contribute  to  recidivism,  as  dis- 
cussed above. 

Secondary  negative  reinforcement  with  narcotics  occurs  in  the  laboratory 
and  probably  develops  in  humans  who  have  been  withdrawn  repeatedly 
under  similar  circumstances. 

Stimulants.  The  amphetamines,  cocaine,  and  related  compounds  are 
stimulants.  As  noted  above,  their  abuse  results  in  strong  primary  positive 
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reinforcement.  Primary  negative  reinforcement  apparently  does  not  occur 
with  the  amphetamines  because  the  withdrawal  syndrome  is  mild  or 
absent,  and,  rather  than  decreasing  attention,  these  drugs  actually  increase 
attention  to  aversive  stimuli,  eventuating  in  a paranoid  psychotic  state. 

Secondary  positive  reinforcement  unrelated  to  drug  effects  is  probably  con- 
siderable for  young  “speed  freaks”  in  methamphetamine  colonies.  Drug 
use  makes  them  part  of  a subculture,  joining  them  with  others  rebelling 
against  law  and  society. 


Amphetamine  abuse  is  probably  the  clearest  case  for  secondary  positive 
reinforcement  from  a drug-induced  change  in  behavior.  As  noted  above, 
the  drug  may  be  used  by  those  who  wish  to  increase  their  assertiveness. 


Chaining  might  occur  with  stimulants,  but  the  absence  of  a serious  with- 
drawal syndrome  makes  it  unlikely  that  secondary  negative  reinforcement 
could  be  important. 

Sedative-hypnotics  and  Alcohol.  The  barbiturates  and  alcohol  produce 
primary  positive  reinforcement,2  and  probably  so  do  a number  of  com- 
monly abused  sedative-hypnotics  (meprobamate,  ethchlorvynol,  glute- 
thimide,  etc.). 

Although  the  withdrawal  syndrome  from  these  drugs  is  extremely  severe, 
the  sedative-hypnotics  relieve  withdrawal  symptoms  very  slowly.  In  one 
study,25  a patient  in  barbiturate  withdrawal  required  2 days  of  continuing 
drug  administration  to  alleviate  his  symptoms;  whereas,  narcotic  with- 
drawal is  relieved  almost  immediately  by  narcotic  administration.  Since  the 
strongest  primary  negative  reinforcement  for  behavior  occurs  when  the 
aversive  state  terminates  immediately  upon  completion  of  the  behavior, 
primary  negative  reinforcement  with  alcohol  or  barbiturate  withdrawal  is 
probably  weaker  than  with  the  narcotics.  Indeed,  monkeys  sometimes 
spontaneously  stop  alcohol  self-administration,  weathering  marked  with- 
drawal symptoms  before  beginning  again.2  This  pattern  is  not  seen  in 
monkeys  taking  pentobarbital,  which  may  be  more  rapid-acting  than 
alcohol. 

On  the  other  hand  alcohol  and  the  sedative  hypnotics  exert  a potent  blotto 
effect.  This  may  produce  major  negative  reinforcement  in  states  of  severe 
intoxication. 

Secondary  positive  reinforcers  unrelated  to  the  pharmacologic  effects  of 
sedative-hypnotics  probably  vary  considerably  with  different  patients. 
High  dose  amphetamine  abusers  sometimes  mix  barbiturates  in  the  syringe, 
and  they  apparently  take  great  pride  in  discussing  their  various  recipes. 
The  social  reaction  to  such  boasting  is  undoubtedly  reinforcing  for  many 
users.  For  the  housewife  abusing  sleeping  drugs  alone  at  home,  “getting 
away  with  something”  may  be  reinforcing,  being  a clandestine  antagonistic 
action  toward  her  husband  or  others. 

The  direct  behavioral  effects  of  different  doses  of  sedative-hypnotics  are 
complex  and  poorly  understood.  For  example,  when  phenobarbital  is 
acutely  administered  to  rats,  high  and  low  doses  affect  aggression  opposite- 
ly. Chronically  administered,  the  drug  has  no  effect  on  unlearned  aggres- 
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sion,  but  impairs  the  learning  of  new  aggressive  behavior.15  We  are  thus 
limited  in  assessing  what  secondary  reinforcement  may  accrue  from  the 
direct  behavioral  effects  of  these  drugs.  However,  clinicians  have  long 
suspected  that  one  reason  for  the  abuse  of  alcohol  and  sedative-hypnotic 
drugs  is  the  expression  of  hostility.  The  aggression  of  the  intoxicated 
husband  may  be  a powerful  aversive  stimulus  for  his  wife,  and  if  spouse- 
punishing  reinforces  him,  he  may  use  intoxicants  to  punish  her. 

Chaining  could  occur  with  these  drugs,  and  given  the  severity  of  the  with- 
drawal syndrome,  secondary  negative  reinforcement  might  take  place. 

Hallucinogens  and  Marihuana.  There  is  very  little  information  available  on 
hallucinogen  and  marihuana  reinforcement.  But  for  2,000  years,  the  Indians 
have  used  marihuana  as  a euphoriant,26  suggesting  some  primary  positive 
reinforcement  for  the  use  of  hemp  derivatives.  In  naive  users,  this  effect  is 
probably  small,  for  they  cannot  distinguish  the  experiences  of  smoking 
marihuana  or  placebo.27  Some  other  hallucinogens  may  produce  primary 
positive  reinforcement.  In  sub-hallucinogenic  doses  DOM  (“STP;” 
2,5-dimethoxy-4-methyl  amphetamine)  and  DOET  (2,5-dimethoxy-4- 
ethyl  amphetamine)  made  human  subjects  euphoric.28  However,  monkeys 
will  not  self-administer  mescaline  even  after  one  month  of  free,  priming 
injections.2  Users  sometimes  describe  an  LSD  flash,  but  it  is  probably 
induced  by  the  other  drugs  which  contaminate  90%  of  “street  samples.”29 

“Pronounced  physical  and  mental  discomfort”  reportedly  occur  upon  with- 
drawal from  high-dose  hemp  abuse  as  practiced  in  India,26  but  withdrawal 
symptoms  are  not  common  at  the  lower  doses  used  in  Western  societies. 
This  obviously  limits  primary  negative  reinforcement  from  the  termination 
of  withdrawal. 

These  drugs  may  reduce  the  aversiveness  of  the  user’s  environment  by 
altering,  rather  than  reducing  his  perception  of  aversive  stimuli,  producing 
another  kind  of  primary  negative  reinforcement.  By  analogy,  a laboratory 
rat  which  is  regularly  shocked  in  a chamber  will  crouch,  defecate,  urinate, 
and  look  “frightened”  whenever  it  is  in  the  chamber.  If  the  walls  are 
painted  in  patterns,  the  light  brightened,  and  a tone  is  introduced,  the 
chamber  will  be  less  aversive  to  the  rat  when  he  next  enters  it.  Altering  the 
stimulus  parameters  of  a previously  aversive  environment  makes  it  less 
aversive.  The  ability  of  the  hallucinogens  to  alter  one’s  perception  of 
environmental  stimuli  may  provide  negative  reinforcement  to  users  who 
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find  the  unchanged  stimuli  aversive.  One  of  my  patients  recently  said  to 
another,  “Maybe  you  take  acid  to  make  the  world  beautiful  when  it  really 
isn’t.”  Perhaps  the  users’  “need  to  feel”30  is  just  a need  to  feel  different. 

Powerful  secondary  reinforcement  unrelated  to  drug  effects  unquestion- 
ably promotes  the  use  of  marihuana  and  the  hallucinogens.  A cult  of  abuse 
has  arisen  around  them,  and  membership  is  obtained  through  drug  use. 
One  becomes  a member  of  an  “in-group”  by  smoking  marihuana  or 
“dropping  acid.”  Again,  the  element  of  rebellion  in  this  drug  use  may  be 
very  reinforcing  to  certain  people. 

Smith31  writes  that  LSD  “produces  an  inhibition  of  aggression  and  an 
orientation  toward  nonviolence,”  and  Blacker’s  group32  noted  “profound 


non-aggressive  attitudes”  among  users.  The  LSD  experience  is  highly 
aversive  (a  “bad  trip”)  if  the  user  is  angry  at  the  time,  Baker  reports,  and  he 
speculates  that  chronic  use  might  suppress  anger  through  this  repeated 
aversive  conditioning.  If  verified,  this  would  be  a unique  example  of  a 
direct  drug  effect  being  used  in  autoconditioning  of  emotional  responses. 
There  is  no  evidence  for  chaining  or  secondary  negative  reinforcement  from 
the  hallucinogens  or  marihuana. 

Multiple  Drug  Abuse.  Some  people  indiscriminately  abuse  numerous 
drugs,  obtaining  primary  positive  reinforcement  from  any  drug  with  that 
capacity.  Certain  drug  combinations  could  be  more  reinforcing  than  either 
constituent  alone,  one  drug  altering  the  biochemical  response  to  another. 
For  instance,  we  find  that  amphetamine’s  release  of  norepinephrine  from 
rat  brain  tissue  is  significantly  reduced  if  the  animals  have  been  chroni- 
cally maintained  on  phenobarbital  (Azzaro,  Rutledge,  and  Crowley,  in 
preparation). 

Primary  negative  reinforcement  through  withdrawal  is  unlikely  since  most 
indiscriminant  users  probably  do  not  take  any  one  drug  frequently  enough 
to  develop  physical  dependence. 

Secondary  positive  reinforcement  unrelated  to  drug  effects  may  follow 
multiple  drug  use.  The  now-familiar  reinforcement  of  social  grouping 
again  emerges  from  newspaper  reports  of  partying  youths  drawing  blindly 
from  a bowl  containing  various  pills. 
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Primary  negative  reinforcement  through  altered  attention  and  secondary 
positive  reinforcement  from  the  behavioral  effects  of  a particular  drug  must 
be  relatively  unimportant  to  people  who  randomly  mix  drugs.  If  the  user’s 
“mixed  bag”  includes  alcohol,  sedative-hypnotics,  or  narcotics,  there  would 
be  some  primary  negative  reinforcement  through  the  blotto  effect.  But 
these  users  do  not  habitually  seek  speed,  go  on  the  nod,  nor  get  blotto. 
Such  behavioral  effects,  as  noted  above,  probably  contribute  to  drug- 
selection,  and  the  chief  characteristic  of  this  syndrome  is  nonselection.  Of 
course,  this  would  not  apply  to  those  users  who  habitually  and  carefully 
combine  only  certain  drugs  in  certain  proportions. 


Again,  there  is  no  direct  evidence  for  chaining  in  multiple  drug  abuse,  and 
in  the  absence  of  a withdrawal  syndrome  there  could  be  no  secondary 
negative  reinforcement. 
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!ty  I Mellow  Yellow.  As  discussed  earlier,  it  appears  that  the  only  reinforcements 
1|  maintaining  banana-smoking  are  secondary  positive  and  unrelated  to  drug 
itt  effects. 

| 


sts  Different  Treatments  Affect  Different  Reinforcements 

Table  1 points  up  the  seriousness  of  narcotic  abuse — all  types  of  reinforce- 
ment may  help  to  maintain  the  behavior.  The  self-administration  of  no 
other  drug  class  is  reinforced  in  so  many  ways.  Since  various  treatments  are 
111  addressed  to  different  reinforcers,  treatment  planning  depends  first  upon 
131  evaluating  which  reinforcers  are  significant  in  a particular  case,  and  then 
19  applying  the  appropriate  treatment.  Let  us  use  narcotic  abuse  as  an 


example  of  the  effects  of  various  treatments  on  different  reinforcers. 

Methadone  maintenance  eliminates  primary  positive  reinforcement. 
Methadone,  a long-acting  narcotic,  is  given  in  such  high  doses  that  the 
user  becomes  tolerant  to  the  common  street-dose  of  heroin.  This  tolerance, 
by  blocking  the  “narcotic  high”  (the  primary  positive  reinforcement), 
permits  extinction  of  heroin-administration  behavior  through  nonrein- 
forcement: repeated  injections  produce  no  reinforcing  “high,”  and  the 
behavior  gradually  ceases.  By  contrast,  disulfiram  (Antabuse)  punishes 
alcohol  self-administration,  producing  physical  illness  after  drinking. 
Extinction  by  nonreinforcement  is  generally  more  successful  than  punish- 
ment in  eliminating  a habit,  and  indeed  methadone  appears  to  be  more 
effective  in  reducing  heroin  abuse  than  is  disulfiram  in  reducing  alcohol 
abuse.  By  eliminating  primary  positive  reinforcement,  methadone  main- 
tenance also  deconditions  chaining,  for  only  continued  association  with  a 
primary  reinforcer  maintains  reinforcing  properties  in  the  elements  of  the 
chain. 

Methadone  maintenance  also  interferes  with  primary  negative  reinforce- 
ment. Through  tolerance  it  blocks  the  blotto  effect  of  heroin  in  street  doses; 
neither  is  heroin  needed  any  longer  to  terminate  withdrawal,  because 
methadone  is  sufficiently  long-acting  that,  taken  once  daily,  it  prevents 
withdrawal. 

Since  methadone  maintenance  prevents  physiological  withdrawal,  it 
would  help  decondition  the  conditioned  withdrawal  state  that  permits 
secondary  negative  reinforcement.  Users  may  undergo  withdrawal  in 
certain  places,  or  with  certain  people,  so  frequently  that  the  mere  appear- 
ance of  those  places  or  people  begins  to  precipitate  withdrawal  through 
Pavlovian  conditioning.  As  long  as  the  user  stays  on  methadone,  true 
physiological  withdrawal  would  never  again  be  paired  with  the  precipita- 
ting stimuli,  gradually  deconditioning  their  association  to  withdrawal. 
Thus  methadone  maintenance  removes  the  opportunity  for  secondary 
negative  reinforcement,  which  accrues  when  a conditioned  withdrawal 
state  is  terminated  by  drug-taking. 

As  noted  above  certain  users  may  be  able  to  obtain  more  social  reinforce- 
ment through  the  narcotics’  suspected  ability  to  reduce  aggressiveness. 
Assumedly,  methadone  would  also  have  this  property,  which  might  pro- 
vide some  reinforcement  for  patients  to  continue  on  methadone. 


28 


Methadone  maintenance  attacks  so  many  reinforcers  for  narcotic  abuse 
that  in  most  cases  no  other  treatment  is  needed,33"35  and  similar  blockers  for 
other  drug  classes  are  being  sought.36  Dole  and  Nyswander  believe  that 
methadone’s  success  may  indicate  a metabolic  origin  in  addiction,37  but  the 
drug’s  interference  with  the  reinforcement  for  narcotic  abuse  argues  as 
strongly  for  a behavioristic  basis  to  the  disorder. 

Detoxification  (the  withdraw-and-dry-out  treatment)  only  affects  primary 
negative  reinforcement.  The  user  who  is  forcibly  withdrawn  from  heroin 
will  no  longer  have  withdrawal  symptoms,  the  termination  of  which  could 
reinforce  drug  use.  But  high  relapse  rates  after  detoxification  demonstrate 
the  importance  of  other  reinforcers  to  which  the  treatment  is  not  addressed. 

I 

Psychotherapy  might  aim  at  secondary  positive  reinforcers  by  examining 
the  user’s  typical  ways  of  relating  to  people,  how  drug-induced  changes  in 
his  behavior  obtain  reinforcements  for  him,  and  why  he  finds  reinforce- 
ment in  association  with  rebellious  groups.  Psychotherapy  might  examine 
how  the  user  came  to  doubt  his  capacity  to  achieve  reinforcements  other 
than  drugs  and  might  be  used  to  demonstrate  to  him,  through  the  relation- 
ship with  the  therapist,  that  he  can  obtain  other  major  reinforcers.  Ex- 
perience, however,  has  shown  that  traditional  psychotherapy  alone  for 
drug  abuse  tends  to  be  unsuccessful,  probably  because  it  leaves  untouched 
so  many  other  important  reinforcers. 


Clinicians  commonly  apply  one  or  another  of  the  above  treatments,  saying 
of  treatment  failures,  “He  wasn’t  motivated  to  change.”  Careful  consider- 
ation of  the  multiple  reinforcers  involved  might  indicate  the  motivation  for 
a particular  patient  to  continue  his  drug  abuse,  leading  to  a more  com- 
prehensive program  of  therapy  tailored  to  the  needs  of  the  individual 
addict.  For  some,  this  might  mean  only  hospitalization  and  withdrawal; 
for  most,  perhaps,  methadone  maintenance ; and  for  some  others,  metha- 
done maintenance  plus  psychotherapy.  The  key  to  this  kind  of  treatment 
planning  lies  in  a detailed  analysis  of  what  reinforcers  most  actively 
maintain  the  self-administration  habit  in  each  patient. 


Summary 

Drug-abuse  behavior  may  be  maintained  by  reinforcement  of  the  following 
types:  (1)  primary  positive;  (2)  primary  negative  (a)  by  termination  of 
withdrawal;  (b)  by  reducing  attention  to,  or  discrimination  of,  aversive 
stimuli;  (3)  secondary  positive  (a)  social  and  unrelated  to  drug  effects; 
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(b)  social  and  related  to  drug  effects;  (c)  chaining;  and  (4)  secondary 
negative. 

Which  type  of  reinforcement  functions  to  maintain  drug-abuse  behavior 
appears  to  depend  partly  upon  the  class  of  drugs  employed.  The  following 
drug  classes  are  discussed  in  terms  of  the  reinforcers  maintaining  their 
abuse:  narcotics,  stimulants,  sedative-hypnotics  and  alcohol,  hallucino- 
gens and  marihuana,  and  placebo. 

Different  treatment  modalities  are  aimed  at  different  types  of  reinforce- 
ment. Using  narcotic  abuse  as  an  example,  methadone  maintenance, 
detoxification,  and  traditional  psychotherapy  are  discussed  in  terms  of 
their  effect  on  each  of  the  types  of  reinforcement  maintaining  the  drug 
habit. 
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by  Laird  O’Brien 


\ I like  my  job  but  I did  feel  rotten  when  my  five-year-old  son  said , 'Daddy, 
\ommy  Larkin  told  me  that  if  you  re  a cop , you're  a pig.'  " The  man  is 
piking  on  television,  wearing  casual  clothes,  and  sitting  in  his  modest 
luburban  home.  He  is  Robert  O’Neill,  a New  York  City  policeman  and 


dr.  O’Brien  is  Vice-President  and  Creative  Director  with  McCann-Erickson  Advertising 
if  Canada  Ltd.  in  Toronto.  He  has  acted  as  a communications  consultant  to  a number  of 
jrganizations  and  has  contributed  articles  to  Canadian  and  American  publications. 


one  of  the  “stars”  in  a series  of  television  commercials  designed  to  change 
the  attitudes  of  New  Yorkers  towards  their  law  enforcement  community. 
The  theme:  Be  fair  to  cops — you  never  know  when  you  might  need  one. 
The  campaign  was  suggested  by  Mayor  Lindsay  in  1970,  supported  by  the 
Patrolmen’s  Benevolent  Association,  and  created  by  professional  ad- 
vertising people.1 


“Five  cents  sends  them  25  glasses  of  milk  . . . 100  saves  two  from  blindness 
. . . 250  will  buy  a baby  chick  . . . $1.00  will  buy  20  bars  of  soap.”  A four- 
year-old  boy  came  home  from  nursery  school  a few  days  before  Halloween 
with  an  orange  UNICEF  box  and  a small  slip  of  yellow  paper  with  some 
words  on  it.  His  mother  read  the  simple  message  to  him  and  those  powerful 
words  made  the  UNICEF  box  a big  part  of  his  evening.  “Here,”  he ’d  say, 
as  he  thrust  the  box  forward  at  each  door,  “help  me  send  some  baby 
chicks.”  The  right  words  reproduced  on  a simple  copying  machine 
dramatized  a goal  and  made  it  meaningful  for  children  all  across  Canada. 


Dick  Cavett:  “ A lot  of  people  have  been  wondering  why  Fm  hosting  a tele- 
vision show  on  venereal  disease.  Well , actually  I wasn' t WNET's  first  choice. 
They  asked  George  Plimpton  to  go  out  and  get  a dose  of  clap  and  then  come 
back  and  tell  of  his  experiences.  George  said  no  and  blew  the  show.  They  ask- 
ed Senator  Muskie  to  do  it — they're  still  waiting  for  him  to  answer.  Senator 
Humphrey  answered — but  he  wasn't  even  asked.  So  they  asked  me — their 
thirty-fifth  choice. 

“/  thought  you  might  like  to  know  what  VD  Blues  is  all  about — might  even  be 
curious  about  why  Fve  decided  to  do  this  show.  It  hardly  seems  necessary  at 
this  stage  to  talk  about  the  epidemic  of  gonorrhea  in  this  country.  Two-and-a- 
half  million  cases  last  year.  A startling  increase  in  the  number  of  cases  of 
syphilis  . ...  So  we  set  out  to  broadcast  some  straight  information.  The 
target  audience  of  this  show  is  young.  Younger  than  some  of  you  would  like 
to  admit.  You  reach  the  young  by  being  cool , not  by  moralizing , by  telling 
them  the  facts  and  even  by  poking  fun  at  the  most  esteemed  stereotypes  of 
their  elders.  You  reach  the  young  through  music — rock  and  ballads  that  tell 
an  honest  story. 
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‘ The  problem  was  to  design  a show  that  filled  those  requirements.  A show — 
lot  a program .” 

This  is  a portion  of  Dick  Cavett’s  introduction  to  a closed-circuit  preview 
>f  VD  Blues , a one-hour  public  TV  program  that  started  with  the  assump- 
ion  that  for  useful  and  important  information,  preachy  documentaries 
lon’t  really  make  it.  VD  Blues  set  out  to  be  educational  entertainment — a 
fesame  Street  of  sexual  education — with  skits  by  Jules  Feiffer,  songs  by 
>hel  Silverstein,  and  a rock  group  called  Doctor  Hook  and  the  Medicine 
>how.2 

\ 

/D  Blues  is  hard  to  ignore. 


These  are  three  striking  examples  of  how  communications  people  and  their 
resources  are  working  to  solve  current  social  problems.  Skills  that  have  been 
idling  toothpaste  and  cars  are  now  presenting  a case  for  co-operating  with 
he  police,  avoiding  drugs,  or  repealing  a law.  Simple,  clear  writing  is 
reaching  young  children  and  helping  them  to  understand  the  needs  of 


people  in  other  countries.  Sophisticated  techniques  of  the  entertainment 
industry  are  persuading  us  to  watch  and  learn  about  a frightening  medical 
problem. 

Yet  in  spite  of  all  this,  we  have  just  barely  scratched  the  surface. 

The  1970’s  offer  an  excellent  opportunity  to  apply  the  resources  of  adver- 
tising, marketing,  and  journalism  to  these  problems.  The  basic  require- 
ments are  enthusiasm  and  interest,  an  understanding  of  fundamental 
principles,  and  a good  deal  of  common  sense.  This  article  offers  a guide  to 
social  communication  in  the  hope  that  groups  and  individuals  who  have 
something  worthwhile  to  say,  will  be  able  to  do  it  more  clearly  and 
persuasively. 

Three  Approaches  to  Social-change  Communication 

In  broad  terms,  every  social  communications  program  has  a common 
feature — it  is  non-profit.  The  goal  is  to  bring  about  a change  in  our  way  of 
life.  One  approach  is  education. 

Films,  articles,  advertisements,  speeches,  and  booklets  all  attempt  to 
change  attitudes  and  behavior  in  areas  of  exercise,  non-medical  use  of 
drugs,  drinking,  driving,  venereal  disease,  and  pollution  (to  mention  only 
the  most  obvious).  These  efforts  may  be  sponsored  by  industries,  govern- 
ment departments  or  agencies,  interest  groups,  associations,  and  occasion- 
ally, by  concerned  individuals. 
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The  advertisement,  “A  Pot  Primer  for  Parents,”  was  a labor  of  love  for 
employees  of  Grey  Advertising  Ltd.  who  felt  strongly  about  the  subject. 
They  gave  their  time  and  talent;  Time  magazine  gave  the  space. 

The  American  Medical  Association  has  recently  run  a series  of  advertise- 
ments, one  of  which  features  a large  illustration  of  Henry  VIII  with  the 
headline:  “How  to  kill  yourself.”  The  text  explains  how  to  “eat,  drink  and 
be  merry,”  with  suggested  foods  and  activities  to  quickly  add  weight  and 
heart  strain.3  Provocative  communication ! 
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Pollution  Probe  has  carried  out  an  extensive  educational  campaign  in 
Canada — including  hand-written  letters  and  posters  painted  by  children. 
It’s  the  enthusiasm  that  counts — not  the  money  behind  it! 
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A second  approach  to  social  change  is  protest  or  issue  communication.  In 
the  simplest  form  it  expresses  dissent — opposition  to  the  war  in  Viet  Nam, 
a political  candidate,  or  the  treatment  of  stray  dogs.  Going  one  step  fur- 
ther, issue  communication  tackles  a specific  problem  with  the  goal  of 
shifting  public  opinion  and  bringing  about  a change  in  the  laws — repeals, 
amendments,  or  new  laws.  The  most  outstanding  success  in  this  field  is  the 
advertisement  which  appeared  in  New  York  newspapers  on  behalf  of 
Citizens  Against  Rats.  It  was  prepared  by  Bert  Steinhauser  of  Doyle  Dane 
Bernbach  Inc.  (with  text  by  Charles  Koelewe)  and  supported  by  a quickly 
aroused  public.  President  Johnson  acknowledged  that  this  advertisement 
definitely  influenced  Congress  to  pass  rat  control  legislation. 


The  first  ingredient  in  any  issue  campaign  is  anger,  supported  by  rational 
arguments  recommending  a plan  of  action.  Most  issue  campaigns  not  only 
ask  for  names  and  people  to  help,  but  also  for  money  to  extend  the  fight. 
Two  campaigns  are  underway  in  Ontario  now— one  to  save  Toronto’s 
Union  Station  from  the  wreckers,  the  other — People  or  Planes— is  fighting 
to  block  the  proposed  airport  north-east  of  Toronto.  We  can  expect  more 
action  in  this  field  as  groups  and  communities  discover  the  power  of  print 
and  film  media  to  bring  about  change. 


le  third  form  of  communication  is  fund-raising.  Most  charitable  organi- 
sations have  an  annual  drive  to  raise  the  money  needed  to  carry  on  in  the 
;oming  year.  The  quality  of  these  campaigns  tends  to  range  from  dis- 
isterous  to  mediocre— for  reasons  which  we  shall  come  to  shortly. 


Fund-raising  can  be  imaginative  and  effective.  In  one  issue  of  Time , 
readers  came  upon  a startling  invitation:  “How  you  can  build  a small  park 
in  Harlem.”  Squashed  between  two  ugly  tenements  was  a tiny,  rubbled  lot. 
The  people  at  Young  & Rubicam  International  Inc.,  who  thought  of  the 
idea,  wanted  $7,000  to  turn  it  into  a park  for  neighborhood  children.  In  a 
few  weeks  they  had  collected  $29,000 — plus  offers  of  help  from  architects, 
construction  firms  and  a 10-year-old  boy  who  wanted  to  plant  a tree. 


t 

i 


Unfortunately  a good  deal— perhaps  the  majority — of  educational,  issue, 
and  fund-raising  programs  suffer  from  the  “too  many”  problem:  too  many 
objectives,  too  many  committees,  too  many  blue  pencils,  too  many  chiefs. 

Good  communication  is  clear  and  simple.  The  basic  goal  of  any  plan  is  to 
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Cut  this  out 
and  put  it 
in  bed  next  to 
your  child. 


:ad.  Try  it.  if  you  have  the  stomach  for  it.  Lay  it 


its  are  anythinglo  worry  about, 
hen  they  lulled  a bill  that  woi 


Maybe.  But  then  a lot  of  us  have  been  that  lucky.  Does  that  excuse 
mr  ignonng  those  who  haven't? 

There  are  90  million  rats  in  this  country.  Where  do  you  think  they  go 


il  shame  is  that  they  didn’t  even  vote  on  the  bill  itself. They 
only  voted  on  a rule  that  asked  them  to  consider  it. 

And  they  voted  207  to  176  against  it. 

They  felt  this  country  couldn't  afford  $40  million. 

Yet  they  were  told  that  rats  cause  us  an  estimated  $900  million  worth 
of  damage  each  year. 

Does  that  make  economic  sense? 

They  were  also  told  that  rats  have  killed  more  humans  than  all  the 
generals  in  history  pul  together.  And  that  thousands  of  our  children  are 
bitten  by  rats  each  year— some  killed  or  disfigured. 

Does  that  make  social  sense?  Especially  when  we're  already  spend- 
ing Federal  money  to  protect  livestock  and  grains  from  rats? 

Maybe  those  rr 
you  could  hear  th« 


wildings,  cellars,  garages.  They  go  everywhere  and  anywhi 
And  they  breed  more  rats. 


That's 


Fortunately,  there's  still  hope. 

The  vote  was  207  to  1 76.  That  means  if  we  can  get  just  16  men  to 
changetheir  votes  when  the  bill  comes  up  again,  the  tally  will  be  192  to 
191— enough  to  pass  it 

Below  is  a list  of  congressmen  and  how  they  voted. 

If  yours  voted  for  the  bill,  wnte  him  and  let  him  know  you  support 
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This  ad  by  Doy 
Dane  Bernbacl 
influenced  Con 
to  pass  rat  conU  ,r 
legislation. 


fin 


Pot  Primer  for  Parent 


Employees  of  Grey  A dvertising  Ltd. 
felt  strongly  about  the  subject. 
They  prepared  this  ad;  Time  magazine 


gave  the  space. 


inform  and  persuade  the  right  people  at  the  lowest  practical  cost.  Here — as  a 
guide  to  approaching  any  communications  problem,  working  with  any 
I budget,  for  education  or  protest  or  fund-raising,  in  any  community  from 
1500  to  5 million,  with  any  materials  (posters,  banners,  advertisements, 
films,  booklets,  newsletters,  speeches) — are  some  basic  principles  of 
effective  communication. 

15  Ways  to  Make  Your  Communications  More  Effective 

/.  Decide  what  you're  trying  to  do.  Is  your  goal  to  change  the  current  views 
I an  a subject?  Do  you  want  400  people  to  turn  out  on  the  steps  of  the  high 
i school  tomorrow  at  10  a.m.?  Do  you  want  them  to  send  a letter  or  money 

ifflar  both  somewhere?  Do  you  want  people  to  think  you  are  a terrific, 
involved  person?  (Don’t  laugh:  it  happens  too  often.) 

Pin  your  objective  down  in  a sentence  or  two,  and  be  sure  that  it  is  practical 
ind  workable.  To  attempt  to  “get  the  kids  off  the  street”  is  a long-range 
oal,  not  a specific  objective.  To  find  12  volunteers  who  will  help  you 
rganize  a drop-in  centre  is  a reasonable  objective  to  tackle. 


o say  that  you  want  to  “end  the  unemployment  problem”  is  a grand 
Iream;  to  persuade  100,000  Canadians  to  write  letters  to  their  Members  of 
(Parliament  urging  action  on  unemployment  is  a realistic  objective. 


2.  Find  a strategy  to  achieve  your  objective.  Find  the  compelling  reason  why 
people  should  do  what  you  want  them  to.  The  strategy  or  “rationale”  is 
rucial;  think  it  through  carefully.  Study  all  background  information — 
Dften  available  through  government  departments,  associations,  and  other 
nterest  groups.  Find  out  what  people  are  thinking  now , before  you  launch 
/our  program.  This  doesn’t  have  to  be  an  elaborate,  expensive  research 
project;  talk  to  people  over  coffee,  ask  them  questions,  try  out  ideas,  and 
see  how  they  react. 


Example:  If  your  objective  is  to  find  12  volunteers  to  develop  a drop-in 
centre,  your  strategy  could  go  in  a number  of  different  directions.  (1)  You 
;ould  stress  the  need  for  such  centres,  the  dangers  if  more  aren’t  developed. 
[2)  You  could  talk  about  the  tremendous  success  of  a similar  centre  in  the 
community.  (3)  You  could  use  kids  themselves  to  present  the  idea  at  a 
Dublic  meeting  or  by  letter.  (4)  You  could  call  12  organizations  in  the 
community  and  ask  each  to  present  you  with  one  volunteer  worker. 


3.  Talk  to  a specific  audience.  It  is  foolhardy  and  expensive  to  aim  your 
message  like  a shotgun.  One  step  in  selecting  a strategy  is  defining  the 
group  of  people  who  are  most  likely  to  be  persuaded,  most  likely  to  follow 
the  route  you  are  advocating.  Examples : If  you’re  dealing  with  the  question 
of  unemployment,  your  most  enthusiastic  supporters  will  be  those  who  are 
unemployed.  If  you  are  protesting  the  treatment  of  stray  dogs,  your  most 
enthusiastic  supporters  will  be  animal  lovers,  families  with  young  children, 
and  families  with  dogs. 

Aim  for  specific  audiences:  families  with  teenagers,  pet  owners,  home- 
owners,  people  living  in  a clearly  defined  area  of  the  community,  down- 
town merchants,  teenagers,  people  who  drink,  people  with  incomes  over 
$10,000.  These  are  just  a few  of  the  many  economic  and  social  market 
segments. 

4.  Above  all , be  accurate  and  clear.  It  costs  money  to  print  posters;  too 
often  they  invite  people  to  a rally  on  Tuesday  the  17th  when  the  17th 
happens  to  be  a Wednesday.  There  can  be  no  excuse  for  wrong  dates, 
wrong  places,  wrong  speakers.  Double-check  your  facts. 

Before  any  message  can  be  persuasive  it  must  be  clear.  Be  sure  there  is  no 
doubt  about  what  you  are  saying.  Are  you  asking  for  volunteers  or  letters 
or  a meeting  or  praise?  Make  it  crystal  clear.  The  greatest  sin  is  confusion. 
If  in  doubt  show  your  material  in  rough  form  to  a few  strangers  and  ask 
them  what  it  says. 

5.  Match  your  media  to  the  need.  You  are  striving  to  make  the  greatest 
impact  at  the  lowest  cost.  In  small  communities  you  can  make  use  of  local 
newspapers,  radio  stations,  notice  boards  in  schools  and  churches  and 
stores.  Volunteers  working  by  telephone,  with  an  informative  and  appeal- 
ing message,  can  often  be  extremely  effective. 

In  large  cities  you  have  access  to  mass  media.  They  will  sometimes  donate 
space  or  time.  You  should  also  take  a close  look  at  the  services  and  costs  of 
direct-mail  houses,  ethnic  papers,  suburban  papers,  and  cable  TV  stations. 

6.  If  you  are  communicating  with  young  people , don't  try  to  be  “hip”  or  talk 
their  language.  By  the  time  you  read  this,  hip  is  probably  not.  The  youth 
culture  can  change  overnight.  To  quote  Dick  Cavett:  “ You  reach  the  young 
by  being  cool , not  by  moralizing , by  telling  them  the  facts  . . . .”  They  are 
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, iard-headed  and  sceptical  because  they  have  grown  up  in  a period  of  mass 
elevision  merchandising  and  cultural  turmoil.  They  tend  to  reject  adverti- 
ng and  editorial  journalism  that  is  pompous,  exaggerated,  hero-worship- 
ping and  flag-waving.  Yet  to  meet  their  own  objectives  they  accept  and  use 
ools  of  information  and  persuasion:  placards,  buttons,  leaflets,  books, 
iocumentary  films.  Talk  to  them  honestly  and  directly.  Give  them  facts, 

!he  well-founded  views  of  people  they  can  respect,  and  then  let  them  make 
ip  their  own  minds. 

. If  you  are  asking  people  for  money , tell  them  exactly  how  you  plan  to 
pend  it.  Don’t  say,  “We  want  to  purchase  much-needed  recreational  and 
earning  equipment  for  the  children.”  Pens?  Balloons?  Desks?  That  is 
^either  clear  nor  involving.  Say  “We  want  to  buy  an  8 mm.  movie  camera 
nd— if  we’re  lucky— a small  tape  recorder  for  drama  rehearsals.”  Notice 
he  power  of  specific  facts  in  the  UNICEF  message:  “5C  will  send  them  25 
lasses  of  milk”  Listen  to  the  words  in  the  Harlem  advertisement:  “ The 
acant  lot  shown  below  is  on  West  115th  Street  in  New  York  City's  Harlem. 
)ne  twelfth  of  an  acre  of  broken  glass , trash  and  rats.  But  within  a few 
f eeks  it  could  become  a place  for  kids  to  play.  With  swings , slides , climbing 
ars,  benches  and  maybe  some  trees  . ...  It'll  take  about  $7,000  . . . 
'eople  are  understandably  reluctant  to  part  with  their  money  for  any 
3ason;  persuade  them  with  words  and  pictures  that  paint  strong,  appealing 
ictures. 

'.  If  you  are  asking  people  for  money,  make  it  easy  for  them  to  send  it. 
inclose  a blank  cheque  form  with  a letter  or  brochure  mailed  to  the  home. 
Jse  a coupon  in  newspapers  or  magazines.  Again,  the  Harlem  advertise- 
aent  is  a good  example;  the  reader  can  take  immediate  action.  Television 
nd  radio  both  lack  a method  of  easy  payment.  Be  sure  to  tell  people  if 
heir  contributions  are  tax  deductible. 

!.  Know  the  basic  elements  of  persuasion.  The  overly-simple  but  classic 
ummary  of  persuasion  is  this:  (1)  attract  attention,  (2)  promise  a reward, 
3)  explain  how  it  is  possible,  (4)  ask  for  action.  Whether  you  are  writing 
letter  to  call  a meeting  of  15  people  or  writing  an  advertisement  for  an 
udience  of  3 million,  the  same  steps  apply:  objectives,  strategy,  careful 
xecution  with  words  and  graphics. 

•ome  don’ts:  Don’t  rely  on  scare  tactics  (“This  could  happen  to  you  . . .”), 
he  Jones  approach  (“All  your  neighbors  are  helping  out . . .”),  or  irrelevant 
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attention-getting  devices.  Avoid  being  cute,  clever,  or  witty — unless  you 
happen  to  be  Woody  Allen.  The  chances  are  excellent  that  you  will  lay  an 

egg. 

Choose  your  illustrations  and  photographs  to  add  to  the  power  of  the 
communication.  Avoid  abstract  designs,  out-of-focus  shots,  and  typefaces 
that  are  ornate  and  difficult  to  read. 
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Arrange  your  words  and  pictures  in  a format  that  is  above  all  easy-to- 
grasp.  Study  the  layout  simplicity  in  current  magazines  and  documentary 
films.  Notice  the  examples  included  in  these  pages:  the  typography  is 
simple,  the  illustrations  are  dramatic,  the  overall  designs  are  powerful — yet 
easy  to  read. 
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10.  Say  it  loud  and  clear — and  often!  Create  one  excellent  poster  or  letter  or 
advertisement  and  then  expose  it  in  as  many  ways  and  places  as  possible. 
Repeat  it  over  and  over  again.  When  you  are  tired  of  looking  at  it  most  of 
your  audience  still  hasn’t  seen  it.  Look  for  ways  to  get  added  exposure.  You 
can  usually  acquire  extra  proofs  of  an  advertisement  from  the  printer  for 
little  cost.  They  make  excellent  mailings,  posters  for  windows,  handouts  on 
street  corners.  A direct  mail  letter  can  be  reproduced  by  a simple  copying 
machine  and  distributed  in  many  ways. 


Stick  to  one  idea.  If  your  theme  is,  “ Alcohol  and  cars  don't  mix,"  use  it 
consistently  on  letterheads,  signs,  posters,  invitations,  and  advertisements. 
You  gain  awareness  by  consistently  exposing  one  strong  idea. 


11.  When  you  have  news , tell  the  world.  Television  stations,  radio  stations, 
and  newspapers  live  on  news.  They  seek  it — and  not  just  the  bad.  When 
good  things  happen — for  example,  you  raise  more  money  than  expected  for 
the  new  swimming  pool  at  the  school — tell  the  press.  It’s  an  effective  way  to 
report  results,  gain  publicity,  and  acknowledge  the  help  of  many  people. 
If  you  have  a speaker  arriving  in  town,  phone  the  news  editors  of  papers  and 


This  idea  from  Young  & Rubicam  International 
raised  $29,000 plus  help  from  archil 
and  builders  in  just  a few  wi 
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How  you  can  build 
a small  park  in  Harlem. 


Mail  to:  Box  3887, 

Grand  Central  P.O.,  N.Y.,  N.Y.  10017 

Gentlemen : I want  to  help  build  a small  park 

in  Harlem.  Enclosed  is  my  donation  of  $ 

(Checks  payable  to  “Mayor’s  Commission  on 
Youth  and  Physical  Fitness.”) 

Name 


Address. 


City  & State. 


Ti  vacant  lot  shown  below  is  on 
lei  115th  Street  in  New  York  City’s 

arm. 

Ip-twelfth  of  an  acre  of  broken 
as  trash  and  rats. 

B;  within  a few  weeks,  it  could  be- 
ar a place  for  kids  to  play.  With 
viii;s,  slides,  climbing  bars,  benches 
ichaybe  some  trees, 
timbers  of  the  115th  Street  Better 
lot  Organization  have  planned  the 
ir  But  construction  can’t  begin  un- 

I raney  is  raised. 

II  l take  about  $7000. 

Ilj/ou  can  help,  just  send  your  tax 
ed  itible  gift  along  with  the  coupon, 
dasn’t  have  to  be  a huge  amount; 
lis  ttle  park  can  be  built  with  nickels. 


No  matter  what  you  give,  your  name 
will  go  on  the  park’s  plaque. 

And,  with  luck,  this  ad  might  collect 
more  than  $7000.  Because  there’s  a 
great  spot  over  on  East  117th  Street 
for  a second  little  park. 


stations.  Try  to  arrange  interviews;  remember,  they  need  news  and  are 
more  than  willing  to  co-operate  if  you  do  some  digging  and  organizing. 
Editorial  press  coverage  of  an  event  or  new  development  is  an  important 
way  of  communicating  with  the  public.  Make  every  effort  to  work  closely; 
with  press  people. 


Radio  and  television  stations  will  also,  at  times,  make  “public  service 
announcements”  free  of  charge.  Write  to  the  length  they  suggest  (usually  30 
or  60  seconds),  and  be  sure  to  give  them  interesting,  typed  scripts.  If  you  ’ 
plan  ahead  and  ask  politely  you  can  receive  a great  deal  of  help. 
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12.  Watch  your  pennies.  No  amount  of  money  spent  on  fancy  production 
will  save  a poor  piece  of  communication.  At  the  same  time,  fortunately,  a 
good  idea  usually  does  not  require  expensive  photography  and  four-color 
printing  to  be  effective.  If  you  follow  the  earlier  steps,  you  will  find  that 
clear,  dramatic  material  can  be  developed  for  surprisingly  little  money. 


ittif 

felt 


13.  Seek  out  the  experts  and  specialists.  Few  of  us  would  attempt  to 
extract  a tooth  or  draw  up  a complicated  legal  document.  Why  is  it,  then,  3 
that  just  about  everybody  feels  that  he  or  she  is  an  expert  in  the  field  o 
verbal  and  visual  communication? 


Few  people  are  experts  in  communication. 


Fortunately,  those  who  are — writers,  photographers,  designers,  artists, 
researchers,  media  planners — are  also  concerned  with  current  problems. 
Ask  for  their  help!  You  will  be  surprised  just  how  quickly  they  will  come  to 
your  side — and  how  quickly  they  will  prove  that  communications  is  not j 
everybody’s  business.  Announcers,  musicians,  printers,  and  newspaper 
people  can  often  give  you  guidance  and  help  as  well.  But  again,  you  have  to 
ask  them. 


14.  Avoid  committees.  One  good  person  in  control  is  far  better  than  five' 
good  people  with  nobody  in  control.  Try  to  keep  the  lines  of  internal! 
communication  and  approval  of  plans  as  direct  and  simple  as  possible.! 


If  you  are  using  skilled  communications  people  from  outside  your  organi- 
zation, work  closely  with  them.  Give  them  the  opportunity  to  explore  the; 


problem  and  look  at  it  from  several  viewpoints.  Don’t  overwhelm  them  v 


with  irrelevant  internal  material  or  technical  detail.  To  avoid  inaccuracies; 
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is  often  helpful  if  an  expert  in  the  field  puts  his  thoughts  down  on  paper 
I an  initial  guide.  From  there  on  give  them  an  open  door,  fast  answers  to 
l questions,  and  encouragement. 

I.  Look  to  business  and  industry  for  help.  Business  in  North  America  is 
ivakening  to  the  thought  that  it  is  more  and  more  desirable — no,  necessary 
- to  be  involved  with  and  talking  to  the  public  about  the  real  problems  of 
|ir  society.  A company’s  social  responsibility  and  long-term  profits  are 
< )sely  related ; people  today  expect  the  skills  and  resources  of  business  to 
jay  a role  in  solving  social  problems.  Xerox  Corporation  has  been  active 
] this  area.  Other  companies  are  becoming  increasingly  active.  For 
i ample,  the  cost  of  the  Addiction  Research  Foundation’s  film,  A Firm 
hnd,  was  shared  by  IBM  Canada  Ltd.,  Gulf  Oil  Canada  Limited,  and 
Is  Government  of  Ontario.  The  3M  Company  supported  the  production 

. VD  Blues. 
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the  years  just  ahead,  look  to  business  and  industry — at  all  levels — to 
velop  their  own  programs  and  also  to  aid  existing  organizations, 
pproach  them  with  your  plans  and  ideas;  all  they  can  do  is  say  no.  And 
e chances  of  that  are  dropping  day-by-day. 
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lie  human  condition  is  under  continual  assault  by  myriads  of  new  social 
Id  educational  programs.  We  have  recently  seen  citizens  exposed  to  job 
.[training,  poverty  alleviation,  model  cities,  and  establishment  of  various 
< mpensatory  education  efforts  such  as  Head  Start,  Upward  Bound, 
[same  Street,  and  the  like.  Drug-education  programs  for  parents  and 
>ung  people,  community  development  efforts  to  create  awareness  of  drug 
lers  and  their  need  for  treatment,  are  part  of  this  effort.  Such  programs 
le  intended  to  provide  some  social  betterment  for  large  sections  of  the 
Ipulation  and  to  create  definable  improvements  by  complex  and  long- 
|rm  processes. 

||^e  problems  tackled  are  large  and  often  ill-defined — e.g.,  “poverty,”  “the 
ality  of  life,”  attitudes  toward  drug  use,  or  improved  communication 
tween  teachers  and  students.  Such  large  objectives  rarely  yield  to  easy 
:hnological  fixes,  although  Weinberg  (1967)  suggested  that  because  riot- 
\ occurs  at  the  height  of  summer  it  could  be  substantially  reduced  by 
dng  air  conditioning  to  all  ghetto  dwellers.  Because  the  number  of  social 
Dgrams  proposed  is  always  far  greater  than  can  be  implemented,  we 
ght  to  search  for  the  best  solutions.  Unfortunately,  as  Campbell  noted 
>70),  “specific  reforms  are  advocated  as  though  they  were  certain  to  be 
xessful.” 

le  continual  need  to  see  whether  costly  social  programs  are  achieving  their 
ns  can  be  handled  in  several  ways.  We  can  go  on  assuming  that  our  pro- 
ams  are  effective  and  valuable  (perhaps  because  we  put  them  there,  and 
y thing  so  large  couldn’t  possibly  be  useless).  Increasingly,  the  high  cost 
social  betterment  is  militating  against  this  approach.  Many  large-scale 
rial  and  educational  programs  in  the  U.S.  (Head  Start,  Upward  Bound) 
ave  received  careful  evaluation.  Now  that  these  studies  have  been  made, 
e know  far  more  about  the  various  models  which  can  be  used,  how  likely 
iey  are  to  succeed,  and  what  problems  they  entail.  It  is  also  known  that 
tost  ameliorative  programs  have  no  interpretable  evaluation  (Hyman  and 
fright,  1967). 

valuation  studies  are  never  easy  or  short-term.  Few  please  both  the 
/aluator  and  those  evaluated.  Some  of  the  best  models  involve  require- 
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ments  from  administrators  that  are  difficult  to  accept.  These  are  experi- 
mental models — they  are  complex  but  by  far  the  most  powerful  and  mosl 
disliked  by  trapped  administrators.  However,  by  re-educating  adminis- 
trators about  evaluation  studies  and  how  they  are  performed,  many  can  be 
released  from  entrapment.  This  article,  therefore,  looks  at  the  various 
problems  involved  in  evaluation  of  social  programs,  the  different  model 
of  evaluation  studies,  and  how  the  trapped  administrator  can  be  freed. 


pro^ 
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Problems  in  Evaluation  of  Social  Programs 

“Do  something,”  “do  something  good”  has  been  said  to  be  the  aim  of  the 
present  social- welfare  system  (Banfield,  1970).  Given  such  vague  aims  it  island 
little  wonder  that  no  one  knows  whether  “Model  Cities,”  “War  on A 
Poverty,”  and  various  “Great  Society”  programs  have  ever  succeeded. 
Similar  vague  aims  can  be  seen  in  drug-education  programs.  It  is  rarely 
clear  whether  they  are  supposed  to  provide  the  student  with  facts,  make  his 
drug  attitudes  less  permissive,  prevent  his  drug  use,  or  merely  help  him* 
make  a wise  decision.  None  of  the  major  drug-education  programs  in  On-Ion 
tario  have  ever  been  evaluated  in  any  empirical  manner.  Almost  none  of  the  are 


drug-education  programs  anywhere  have  been  evaluated;  partly  because 
no  one  is  sure  what  these  programs  are  trying  to  accomplish  (Richards, 
1971). 


Sometimes  the  evaluator  approaches  a vaguely  defined  program  and]  per 
decides  on  what  aims  are  worth  evaluating.  This  was  the  case  in  the  htt( 
evaluation  of  Head  Start,  which  was  to  provide  pre-school  education  for]  m 
ghetto-area  children.  The  largest  study  of  this  program  (Circirelli  et  al.  J pre 
1969)  examined  effects  on  the  intelligence  and  abilities  of  children  who  |prc 
were  (and  were  not)  in  the  program.  It  concluded  that  this  billion-dollar  exp 
program,  involving  millions  of  students,  had  almost  no  effects  which  could  j jgj 
be  seen  in  the  children  one  to  three  years  later.  Violent  emotional  criticism  Li 
followed  this  disclosure.  Many  critics  maintained  that  the  wrong  objectives  Cit 
were  examined  and  that  the  effects  on  health,  nutrition,  and  family  stability 
were  more  important.  If  the  results  had  been  positive,  or  if  less  money  had  j gei 
been  spent,  the  criticisms  probably  would  never  have  been  heard.  This L 
study  also  illustrates  that  large-scale  programs  may  have  many  vague L, 
objectives.  When  a few  are  selected  for  evaluation  and  the  results  are  ||( 
found  wanting,  the  study  may  not  receive  an  adequate  hearing.  i (jc 


is 


This  raises  a further  problem  with  evaluation  studies.  Most  people  seek  Ilf] 
positive,  not  negative  (or  no)  effects.  Those  who  propose  and  operate  §f 
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programs  are  too  often  convinced  of  their  program’s  value  beforehand. 
Naturally,  administrators  wish  to  claim  that  under  their  leadership  social 
betterment  is  occurring.  Real  evaluations  are  likely  to  increase  vulner- 
ability to  administrative  attack,  budget  cuts,  or  staff  reductions.  As 
Campbell  said,  “knowing  outcomes  had  immediate  political  implications” 
and  it  is  often  better  not  to  know  outcomes.  Many  administrators,  there- 
fore, wish  to  limit  evaluations  to  those  least  likely  to  be  damaging — e.g., 
those  not  involving  control  groups  or  real  measurement  of  effects.  This 
type  of  situation  has  rapidly  developed  with  high-dose  methadone  treat- 
ment for  heroin  addicts.  Despite  the  hundreds  of  such  programs  initiated 
and  evaluated,  none  involved  a comparison  with  other  forms  of  treatment. 
Once  sufficient  resources  are  committed  to  the  success  of  a program,  it  is 
almost  impossible  to  tolerate  anything  which  might  indicate  failure. 
Evaluation  studies  should,  therefore,  be  done  early  before  it  is  too  late  to 
turn  back  without  losing  face. 

Dramatic  effects  are  seldom  possible  in  social  programs.  Generally,  effects 
are  small  and  to  detect  them  sensitive  methods  may  be  required.  Most 
large-scale  social  programs  are  operating  in  a complex  set  of  competing 
events.  They  represent  only  one  factor  which  affects  the  behavior  we  wish  to 
change.  Head  Start,  for  example,  attempted  to  overcome  all  natural  and 
social  disadvantages  of  being  lower-class  by  offering  a few  hours  of  school 
per  day.  Drug  education,  as  operated  through  the  school  system,  usually 
attempts  to  discourage  drug  use  by  a few  hours  of  class  time.  However,  it 
exists  in  a society  which  values  drug  use;  where  mass  media  and  peer 
pressures  may  promote  use  energetically.  Drug-education  programs  are 
probably  having  far  smaller  input  than  these  other  sources.  It  should  be 
expected  that  with  this  opposition,  the  gains  may  be  slight.  This  problem 
is  magnified  by  the  tendency  to  promise  program  effects  far  greater  than 
could  be  expected  even  under  the  most  favorable  conditions — e.g.,  Model 
Cities,  Head  Start,  War  on  Poverty  suggest  far  too  much. 

Because  evaluation  studies  have  such  a short  history,  it  is  difficult  to  derive 
valid  principles  from  it.  Large  numbers  of  social  programs  from  the  20’s 
and  30’s  have  not  been  well  studied — e.g.,  the  New  Deal  programs  and 
those  of  the  so-called  “great  experiment,”  national  prohibition.  Moynihan 
(1969)  noted  that  when  the  Great  Society  legislation  of  the  60’s  was  planned 
a search  was  made  for  evaluations  of  the  Roosevelt  era,  Job  Corps,  CCC, 
WPA,  etc.  but  none  were  found.  Hence,  essentially  the  same  unproven 
theories  and  concepts  were  re-applied  at  enormous  cost. 
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"...  it  is  often  better  not 
to  know  outcomes.” 


he  same  problems  occur  in  understanding  the  effects  of  prohibition  on 
•inking,  drunkenness,  and  crime.  Limiting  alcohol  consumption  is  again 
iing  discussed  as  a preventive  measure  (e.g.,  De  Lint  and  Schmidt,  1971). 
owever,  only  the  vaguest  information  is  available  as  to  the  real  effects  of 
rohibition  on  social  life  as  opposed  to  other  events  at  the  same  time.  It  is 
*reed  that  liver  cirrhosis  did  decrease,  but  the  effects  on  normal  drinking 
id  social  life  are  not  clearly  known.  What  this  suggests,  then,  is  that 
ireful  evaluations  ought  to  be  started  now  if  we  are  to  build  up  sufficient 
aowledge  for  our  social  and  policy  decisions  of  the  future. 

ypes  of  Evaluation  Studies 

here  are  many  ways  of  undertaking  evaluation  studies.  Campbell  des- 
*ibed  20  such  methods,  but  these  could  be  reduced  to  a few  general  types, 
wo  basic  kinds  are:  (1)  policy  analysis  including  cost-benefit  analysis;  and 
1)  outcome  analyses,  both  pre-experimental  and  experimental  in  design, 
will  argue  here  that  the  best  and  most  relevant  models  for  evaluation 
udies  are  outcome  analyses  with  an  experimental  design. 

. Policy  Analysis 

.ossi  and  Williams  (1972)  described  policy  analysis  as  “a  policy-oriented 
pproach,  method,  and  collection  of  techniques  of  synthesizing  available 
lformation  including  the  results  of  research:  (a)  to  specify  alternative 
olicy  and  program  choices  and  preferred  alternatives  in  comparable, 
redicted  qualitative  and  quantitative  cost/benefit  type  terms  as  a format 
Dr  decision-making;  (b)  to  assess  organizational  goals  in  terms  of  value 
lputs  . . . and  (c)  to  determine  needed  additional  information  in  support  of 
olicy  analysis  as  a guide  for  future  decisions  concerning  analytical  and 
^search  activities.”  Policy  analysis  may  involve  the  use  of  research  in 
ecision-making,  but  it  is  not  research  in  itself.  It  does  not  produce  new 
nowledge.  It  is  a method  of  decision-making  using  the  facts,  data,  and 
ypotheses  that  are  available  at  a certain  time.  Because  actual  outcome 
ata  are  not  known  but  only  predicted,  policy  analysis  is  most  appropriate 
i making  decisions  about  which  programs  to  initiate ; it  is  less  useful  when 
eciding  which  programs  to  continue. 

lost-benefit  Analysis.  Recently,  cost-benefit  analyses  (C-B)  have  come  into 
ogue  in  decision-making  about  social  policy.  They  appear  to  be  deceptively 
imple  to  carry  out.  Briefly,  C-B  analysis  involves  a method  of  making 
ational  decisions  from  a group  of  alternative  solutions.  The  anticipated 
osts  of  a program  are  balanced  against  its  anticipated  benefits.  We  ought 


to  be  able  to  say,  then,  which  program  gives  us  the  best  (or  acceptable) 
result  at  the  lowest  cost. 

Suppose,  as  a recent  example,  that  social  policy  about  arresting  publicly 
intoxicated  persons  is  considered.  They  can,  theoretically,  be  arrested  and 
detained  in  jail,  taken  to  hospitals  for  drying  out,  taken  to  detoxication 
centres  for  drying  out,  or  driven  home  by  policemen  to  fend  for  themselves. 
The  costs  of  these  procedures  can  be  roughly  estimated.  What  can  almost 
never  be  anticipated  (without  study)  is  what  the  benefits  will  be.  If  we 
choose  only  one — for  example,  getting  drunks  off  the  street — we  have 
one  cost-benefit  ratio.  However,  if  drunks  are  in  hospitals  or  detox  centres 
there  may  be  fewer  suicides  than  if  they  go  home  or  to  jail.  There  may  also 
be  a better  chance  of  getting  problem  drinkers  into  treatment  if  they  go  to 
detox  centres. 


A major  problem  with  this  type  of  analysis  is  knowing  how  wide  to  cast  the 
net  of  possible  benefits,  and  whether  to  emphasize  present  or  future  bene- 
fits. It  is  not  surprising,  then,  that  Rossi  and  Williams  (1972)  found  that 
cost-benefit  analyses  of  complex  social  programs  are  never  made.  Not  a 
single  example  of  such  a study  could  be  found  for  inclusion  in  their  book 
on  evaluation.  Another  problem,  of  course,  is  that  C-B  analysis  is  not 
always  relevant  to  social  programs — some  of  which  are  defended  on 
political  or  ideological  groups  rather  than  on  cost-benefit.  Suppose,  for 
example,  an  impeccable  study  showed  that  bilingualism  could  best  be 
achieved  in  the  Federal  civil  service  by  having  all  French-speaking  people 
become  fluent  in  English.  It  is  doubtful  that  present  political  realities  would 
allow  such  a study  to  have  any  effect  upon  policy. 

2.  Outcome  Analysis 

So  far  I have  discussed  pre-research  evaluation  studies.  Although  valuable 
and  interesting,  they  work  with  existing  data  and  information.  They  are 
not  concerned  with  developing  new  knowledge  or  with  the  measurement  of 
outcomes.  (Their  use  involves  efforts  to  anticipate  outcomes,  not  to  deter- 
mine them.)  Realistic  choices  among  social  programs  can  only  be  made 
once  we  have  some  measurement  of  how  they  work  and  which  of  their 
objectives  are  achieved.  I will  now  describe  both  pre-experimental  and 
experimental  methods.  There  can  be  no  doubt  that  the  most  powerful  of 
these  are  the  experimental  models:  we  need  more  administrators  and 
evaluators  who  will  initiate  these  types  of  study. 
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re-experimental  Outcome  Analyses.  It  is  not  always  possible  or  economical 
• do  experimental  outcome  analyses.  At  times  “quasi-experimental” 
lethods  can  be  more  practical  and  nearly  as  useful,  if  they  are  carefully 
tanned  and  executed.  However,  the  worst  of  the  pre-experimental  studies 
lows  us  to  say  nothing  at  all  about  the  effects  of  a program. 

)st-test  only  design.  The  least  adequate  design  would  be  one  in  which 
leasurements  are  made  after  the  program,  not  before.  This  is  called  the 
post- test”  only  design.  No  comparison  is  made  with  any  group  which  did 
ot  participate  in  the  program.  We,  therefore,  have  no  idea  whether  our 
< roup  would  have  been  just  the  same  without,  as  with,  the  program.  Also, 
e really  don’t  know  how  they  were  doing  beforehand. 

n example  of  this  approach  would  be  the  assertion  that  the  new  law 
lowing  18-year-olds  to  drink  made  young  people  buy  alcoholic  beverages 
lore  often  and  appear  in  bars  more  frequently.  This  sort  of  assertion  has 
sen  made  without  any  pretest  information  or  control  groups.  We  don’t 
now  if  the  law  was  responsible  for  these  effects — i.e.,  whether  young 
sople  were  really  drinking  more  because  of  the  new  law  or  whether  they 
ere  drinking  more  because  of  many  other  factors  as  well. 

he  grateful  testimonial  approach.  Another  post-test  design  has  been 
died  “the  grateful  testimonial”  approach  by  Campbell.  In  this  case,  an 
dministrator  collects  affidavits  from  those  who  had  the  program — e.g., 
Doctor  X really  helped  me.”  “I  couldn’t  have  gotten  a job  without  the 
aining.”  However  warm  they  might  make  us  feel,  they  tell  us  nothing 
seful  about  the  effects  of  the  program. 

ne  group  pretest-post-test  design.  A more  adequate  design  is  where  one 
roup  is  measured  on  some  behavior,  given  the  program  or  reform,  and 

Iieasured  again.  This  is  the  one  group  pretest-post-test  design.  It  allows 
s to  say  whether  any  changes  occurred  during  the  program ; but  without  a 
ontrol  group,  the  program’s  effects  remain  uncertain.  We  are  not  sure 
ffiether  the  same  changes  wouldn’t  have  occurred  anyway.  Let  us  return 
,)  the  example  of  the  new  law:  a study  was  made  of  alcohol  use  among 
oronto  high  school  students  in  1970  and  1972.  The  results  showed  that 
sers  had  increased  from  60%  to  70%  and  heavy  users  from  13%  to  23%. 
lowever,  this  increase  may  have  been  caused  by  many  social  or  cultural 
hanges  which  occurred  at  the  same  time.  We  can’t  say  that  the  new  law 
efinitely  created  the  change : students  may  have  merely  been  growing  older. 

II 
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. . too  many  social  programs  are 
launched  with  unjustifiable 
ballyhoo  about  their 
value.  ” 
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the  quasi-experimental  design.  The  best  pre-experimental  design  is  one 
in  which  there  are  relevant  control  groups.  These  groups  are  made  up  of 
people  who  do  not  participate  in  the  program  or  who  are  in  a different 
program.  The  control  groups  must  be  similar  in  all  important  characteris- 
tics to  the  experimental  group.  This  may  mean  matching  them  for  age,  sex, 
social  characteristics,  or  anything  else  which  might  be  connected  to  the 
program.  This  design  has  been  called  quasi-experimental  or  “ad-hoc” 

The  problem  with  this  design  is  that  people  are  not  randomly  assigned  to 
the  groups  receiving  the  treatment,  different  treatment,  or  no  treatment.  It 
is  frequently  found  that  the  control  group  is  different  from  the  experimental 
group.  For  example,  the  Head  Start  evaluation  used  as  the  control  group 
children  who  started  the  program  but  did  not  complete  it.  A vast  number  of 
factors  might  have  produced  a superior  non-Head  Start  group  which 
could  have  obscured  the  effects  of  the  program.  For  example,  control- 
group  children  may  have  had  less  need  for  the  program,  they  may  have 
gone  to  better  schools,  or  their  parents  may  have  had  some  pre-school 
education  themselves.  Without  randomly  assigning  children  to  the  Head 
Start  and  non-Head  Start  programs,  we  could  never  be  sure  that  the  two 
groups  were  similar  enough  to  start  with. 

Experimental  Designs.  Nearly  all  proponents  of  evaluation  studies  agree 
that  the  strongest  and  best  design  is  an  experimental  one.  In  this  design, 
people  are  randomly  assigned  to  the  program  and  no-program  groups.  If  a 
variety  of  programs  are  used,  then  people  are  randomly  assigned  to  all 
programs.  These  are  standard  designs  which  are  now  used  in  all  social  and 
physical  sciences.  The  main  elements  are  that:  (i)  the  people  or  elements 
to  be  studied  are  assigned  to  treatment  groups  and  treated  differently 
according  to  a plan;  (ii)  assignment  is  random;  and  (iii)  measurements  are 
collected  to  determine  whether  the  treatments  have  any  differential  effects. 

The  intervention  of  random  assignment  chiefly  differentiates  experimental 
from  pre-experimental  designs.  It  makes  experiments  unbiased  since  people 
getting  the  various  treatments,  or  programs,  will  turn  out  to  be  the  same. 
It  is  superior  to  the  matching  employed  in  quasi-experimental  designs  be- 
cause matching  so  rarely  can  be  complete.  We  are  always  likely  to  forget  to 
match  for  some  important  characteristic,  thus  making  our  comparison 
less  useful. 

If  the  experimental  design  is  the  best  available,  why  is  it  not  always  used? 


Experimental  designs  are  almost  never  used  in  studying  social  and  com-  ^ 
munity  programs.  One  reason  is  that  they  give  us  the  most  power  to  detect 
effects  and  we  should  remember  that  effects  may  be  negative  or  zero.  They 
give  administrators  nowhere  to  hide  if  well  carried  out. 


Another  problem  surrounds  randomization.  Most  program  administrators 
are  sure  that  they  know  who  should  get  what  program  (or  no  program) 
even  though  real  knowledge  in  the  area  may  be  totally  lacking.  “Randomi- 
zing people”  sounds  mechanical  and  unfeeling.  However,  designs  can  be 
established  where  no  one  is  assigned  to  “no-treatment”  groups  only  to 
different-treatment  groups.  One  good  arrangement  is  when  a scarce  re- 
source can  only  be  given  to  some  applicants  and  not  others — e.g.,  when 
the  Salk  vaccine  was  first  available  there  were  insufficient  amounts  for  all 
children.  Therefore,  the  most  humane  way  of  distributing  it  was  randomly. 
This  also  allowed  for  a careful  experimental  study  of  the  results.  Ran- 
domization as  a technique  is  really  much  fairer  than  personal  judgment, 
since  everyone  has  an  equal  chance  of  getting  the  best  program.  We  have 
to  keep  in  mind,  too,  that  we  are  studying  programs  whose  effects  are 
not  known , so  denying  them  to  people  works  no  hardship  on  them.  It  is 
essential  that  we  begin  to  use  experimental  designs  in  studying  effects  of 
social  programs.  Their  possible  values  and  costs  are  so  high  that  we  need 
to  know  which  are  achieving  their  objectives  and  which  are  not. 


EF 


The  Trapped  Administrator  and  the  Experimental  Administrator 

If  evaluation  studies  are  necessary  for  decision-making,  but  rarely  done, 
what  steps  can  we  take  to  see  that  more  are  accomplished?  Campbell 
described  the  problem  of  the  trapped  administrator  who  has  so  committed 
himself  to  the  efficacy  of  a program  that  he  can’t  afford  careful  evaluations. 
This  generates  opposition  to  experimental  and  quasi-experimental  evalua- 
tions and  a dependence  on  hand-picked  testimonials  or  guesswork. 


One  of  the  problems  is  that  too  many  social  programs  are  launched  with 
unjustifiable  ballyhoo  about  their  value.  They  are  sold  with  a variety  of 
propaganda  techniques  which  are  intended  to  generate  good  feelings  about 
the  program.  Unfortunately,  administrators  come  to  believe  their  own 
propaganda — an  error  well  known  to  successful  propagandists  but  one  to 
be  carefully  avoided.  One  example  of  this  would  be  all  the  positive  state- 
ments about  the  effectiveness  of  drug-education  in  schools,  much  of  which 
is  being  seriously  questioned  now  (e.g.,  Halleck,  1971). 
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e ought  to  stop  launching  so  many  social  and  community  programs  as  if 
5 knew  all  the  answers  about  their  effectiveness.  We  ought  to  launch 
cial  programs  as  pilot  projects  which  are  experimenting  with  a parti- 
i lar  approach  or  set  of  approaches.  Administrators  should  be  retrained 
hired  as  “experimental”  administrators — by  that,  meaning  people  who 
art  a program  based  on  the  importance  of  the  problem  and  not  on  assumed 
elutions.  Most  social  problems  do  require  some  sort  of  solution  but  we  can 
htify  our  efforts  on  the  extent  of  the  problem  rather  than  certainty  about 
tat  to  do.  Our  experimental  administrators  would  then  be  committed  to 
al  programs,  searching  for  solutions  in  alternate  programs,  not  pro- 
igandizing  about  unevaluated  programs.  Experimental  administrators 
ould  not  be  so  threatened  by  program  analyses  of  the  powerful  sort, 
ithin  a complex  organization,  they  should  also  be  rewarded  for  their 
dentation  by  the  allocation  of  resources.  If  experimental  administrators 
' ire  given  larger  budgets,  staff,  and  resources  than  trapped  administrators, 
I;  would  begin  to  see  a radical  shift  in  orientation  on  the  part  of  adminis- 
htors.  This  would  be  a shift  to  the  advantage  of  both  taxpayers  and 
j ministrators  themselves. 
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by  Melville  Goodeit 


Ic 


dealing  with  the  problem  drinker  as  a monad,  unrelated  to  his  environ- 
nent,  will  not  define  the  communicational  aspect  of  the  problem. 

"he  systems  model,  by  focusing  on  the  relationships  between  the  nuclear- 
amily  members,  explores  the  meaning  of  the  drinking  in  the  context  of 
he  problem  drinker’s  real-life  situation. 

7rom  infancy  to  adulthood,  every  problem  drinker  has  been  a member  of 
family  or  a family  substitute.  During  this  period,  he  experienced  his  most 
apid  developmental  growth  and  was  most  sensitive  to  pressures  from  the 
nvironment.  He  was  “programmed”  by  the  interaction  between  himself 
nd  his  environment.  This  programming  is  reflected  in  his  repertoire  of 
•verall-behavior  patterns. 

"he  nuclear  family,  of  which  he  is  a member,  consists  of  a group  of  indi- 
iduals — or  members — with  relationships  between  them.  This,  then,  is  a 
ystem  and  thereby  subject  to  certain  basic  laws  of  systems. 

1.  The  system-as-a- whole  is  an  entity  and  is  greater  than  the  sum  of 
its  parts. 

2.  Anything  which  affects  the  system-as-a-whole  affects  each  individual 
unit  within  the  system. 

3.  Any  change  in  one  unit  affects  all  the  other  units  individually  and 
the  system-as-a-whole. 

n order  for  the  “nuclear-family  system”  to  develop  an  acceptable  form 
f communication  and  social  organization  so  that  it  can  function  to  its 
ptimum,  limits  must  be  imposed  on  the  range  of  behavior  exhibited  by 
Is  members.  In  other  words,  individuality — or  autonomy — must  take 
jscond  place  to  the  welfare  of  the  system-as-a-whole.  Consequently,  every 


>r.  Gooderham  is  a physician  with  the  Addiction  Research  Foundation  (Metropolitan 
oronto  Region);  a clinical  lecturer  with  the  Department  of  Psychology,  McMaster 
University,  Hamilton ; and  a clinical  teacher  at  the  Department  of  Family  Practice  and 
ommunity  Medicine,  Toronto  General  Hospital. 
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system  develops  its  own  private  ways  of  modifying  the  behavior  of  its  L 
members.  This  enables  the  system  to  exist  in  some  form  of  dynamic  equi-  j 
librium — or  steady  state — that  is  unique  for  each  particular  nuclear-family  f}eh 
system.  When  any  family  member  breaks  the  rules,  the  steady  state  is 
temporarily  disrupted  until  the  member  either  leaves  the  system  or  alters 
his  or  her  behavior. 


Because  the  individual  members  are  themselves  changing,  family  relation- 
ships and  internal  stresses  also  change.  There  is  a continual  on-going 
search  for  new  and  more  functional  levels  of  equilibrium  to  cope  with  the 
ever-pressuring  environment.  In  terms  of  the  system-as-a-whole,  because 
equilibrium  is  the  goal,  the  steady  state  becomes  reinforcing  to  those  be- 
haviors that  produce  it.  Over  a period  of  time,  every  family  develops 
certain  enduring  techniques  for  maintaining  a steady  state  when  confronted 
by  stress — techniques  that  are  characteristic  for  each  individual  family. 
These  repetitive  patterns  of  problem-solving  are  used  regardless  of  the 
quality,  quantity,  or  source  of  the  stress. 


In  order  to  maintain  a steady  state  a family  may  be  maladaptive  with  |r  c 
respect  to  other  systems,  such  as  the  immigrant  family  that  maintains  its  jfak 
original  language  and  customs  and  thereby  is  at  odds  with  its  adopted 
culture.  A family  may  also  demand  a degree  of  dysfunction  on  the  part  of  j ^ 
one  or  more  of  its  members  in  order  to  survive.  For  instance,  if  the  wife  ^ 
is  a better  manager  than  her  husband  and  takes  over  control  of  the  money,  |c 
she  becomes  “the  boss.”  Now,  while  the  husband  is  content  to  have  his  • Wfj 
wife  do  the  managing,  he  may  not  be  content  to  have  her  be  the  boss.  By 
assuming  the  role  of  “drinker,”  the  husband  legitimizes  his  inadequacy  j 
and  his  wife’s  dominance.  At  the  same  time,  he  obtains  relief  from  any  lhe 
psychological  pain  that  may  be  present.  Conversely,  in  order  to  maintain  lien 
her  one-up  position  in  the  family,  it  is  to  the  wife’s  advantage  to  reinforce! (lot 
her  husband’s  drinking  behavior.  It  is  only  when  the  situation  gets  out-  enie 
of-hand  that  the  wife  will  trot  her  husband  in  for  “treatment.”  This  request  i eepi 
generally  means  “stop  the  damaging  drinking,  but  don’t  change  anything  ikei 
else  in  our  relationship.”  This  situation  is  a double-bind  situation  for  the  i arer 
therapist  which  can  be  readily  understood  if  one  reviews  the  basic  laws  ml 
of  systems.  ; la 

| igicc 

Bearing  in  mind  that  the  system-as-a-whole  is  an  entity,  that  anything 
affecting  it  affects  each  member  individually,  and  that  any  change  in  one  he  $ 
unit  affects  each  of  the  other  units  individually  as  well  as  the  system-as- 1 robli 
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-whole,  it  becomes  apparent  that  each  individual’s  behavior  is  a function 
f the  relationships  that  exist  within  the  system.  It  follows,  then,  that 
ehavior  which  in  some  way  or  other  is  defined  as  “sick”  or  pathological 
an  no  longer  be  seen  as  the  sole  responsibility  of  the  person  exhibiting 
ach  behavior. 


.rieti  (1969)  has  pointed  out  that  because  living  systems  are  open  systems 
le  principle  of  equi finality  applies,  “ the  open  system  may  attain  a 
me-independent  state  which  is  independent  of  initial  conditions  and  de- 
;rmined  only  by  the  system  parameters.”  While  acknowledging  the  im- 
ortance  of  initial  conditions,  particularly  those  of  early  childhood,  he 
oints  out  that  “psychopathological  structures  are  open  systems”  which 
re  maintained  by  negative  feedback  loops  of  a psychological  nature. 


/ilkins  (1962)  and  Halliday  (1943)  conceptualize  illness  as  a reaction 

Iiolded  by  positive  and  negative  feedback.  Conceptualizing  in  systems 
bliges  us  to  examine  the  nature  of  the  individual  and  the  nature  of  the 
avironment  at  a particular  point  in  time.  To  restate  this  briefly,  the  sick 
r dysfunctional  person  is  a manifestation  of  the  system-as-a-whole  to 
hich  he  belongs. 


he  drinking  response  is  a particular  form  of  behavior.  It  includes  thinking 
bout  drinking,  acquiring  the  beverage,  consuming  it,  experiencing  the 
ffects,  recovering  from  the  effects,  and  simultaneously  experiencing  the 
taction  of  the  environment  to  various  aspects  of  the  drinking  pattern. 

/hen  the  person’s  overall  drinking  pattern  is  examined  in  the  context  of 
le  nuclear- family  system,  it  immediately  becomes  apparent  that  there  are 
lot  of  “payoffs”  for  other  members  of  the  family.  For  instance,  it  is  con- 
mient  to  place  responsibility  for  failure  at  school,  for  inadequate  house- 
eeping,  or  for  business  incompetence  on  the  drinking  parent  or  spouse, 
ikewise  to  justify  the  non-medical  use  of  drugs  because  the  parent  or 
arents  use  alcohol  or  tranquillizers.  Considering  the  behavior  of  all 
imily  members,  one  realizes  that  a particular  kind  of  drinking  response, 
i a particular  situation,  and  at  a particular  point  in  time  is  the  only 
>gical  expectation. 

he  systems  model  forces  review  of  existing  methods  of  dealing  with  the 
roblem  drinker.  Many  alleged  therapeutic  procedures  serve  as  negative 
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feedback — or  reinforcing  agents — to  the  end  that  the  problem  is  aggra- 
vated rather  than  alleviated.  Once  a particular  pattern  of  behavior  comes 
into  being,  it  might  well  tend  to  be  self-perpetuating  due  to  the  influence 
of  positive  and  negative  feedback.  How  the  pattern  started  is  relatively  i 
unimportant.  Instead  of  searching  for  the  “Holy  Grail”  of  “cause”  longi 
since  buried  in  history,  attention  should  be  directed  toward  determining! 
what  is  maintaining  the  on-going,  dysfunctional  behavior  pattern  or  “What  R 
are  the  payoffs  for  the  problem  drinker,  for  the  individual  members  of  his  i 
family,  and  for  the  nuclear-family  system-as-a-whole  that  maintains  ther 
pathological-drinking  behavior  on  his  part?”  Let  us  be  quite  clear  about  | 
one  thing:  nobody  seeks  help  for  a pathological-drinking  situation  unless® 
the  payoffs  have  become  too  expensive.  ill 
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“ When  the . . . drinking  pattern 
is  examined ...  it  immediately  becomes 
apparent  that  there  are  a lot  of 
‘payoffs’ for  other  members  of  the  family.  ” 
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Notice  to  Readers  Outside  Ontario 


With  the  Spring  issue  of  Addictions,  free  circulation  to  readers 
outside  the  Province  will  be  discontinued.  Subscription  rates  to 
non-residents  of  Ontario  are  $3  for  one  year — $5  for  two  years, 
payable  to  the  Addiction  Research  Foundation  of  Ontario, 
33  Russell  Street,  Toronto,  Canada,  M5S2S1.  Please  include 
mailing  label  with  all  correspondence. 


ie  Addiction  Research  Foundation  of  Ontario,  established  in  1 949,  is  an 
ficial  government  agency  financed  by  annual  Provincial  grants.  Its 
jrpose  is  to  learn  more  about  the  effects  of  alcohol  and  other  drugs  and 
develop  improved  ways  of  preventing  and  managing  alcoholism  and 
ug  dependence.  Helpful  information  about  these  matters  is  available 
jam  A.R.F.  offices  located  in  : 


rantford  (759-3930) 
hatham  (354-1000) 
ornwall  (932-3300) 
uelph  (821-9661) 
iamilton  (525-1 250) 
japuskasing  (335-6081) 
fenora  (468-6372) 
ingston  (546-4543) 
irkland  Lake  (567-4242) 
itchener  (579-1  310) 
|ondon  (433-3171) 
lississauga  (270-1431) 
liagara  Falls  (356-7451) 
forth  Bay  (472-3850) 
lakville  (845-6854) 

)ri Ilia  (325-2518) 


Oshawa  (576-6277) 

Ottawa  (733-8343) 

Owen  Sound  (371-1861) 
Pembroke  (732-2811) 
Peterborough  (743-2121) 

St.  Catharines  (688-0552) 
Sarnia  (337-9611) 

Sault  Ste.  Marie  (256-2226) 
Simcoe  (426-7260) 

South  Porcupine  (235-3326) 
Sudbury  (675-1195) 

Thunder  Bay  "F"  (622-0607) 
Toronto  (595-6000) 

Welland  (735-2930) 

Windsor  (253-4458) 


Members  of  the  Foundation — representatives  from  the  business  and 
rofessional  community  appointed  by  the  Lieutenant-Governor  in 
Council — establish  all  Foundation  policy.  The  Foundation's  Professional 
advisory  Board  advises  on  scientific  development  and  professional 
rograms. 
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